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Abstract
Background and Objectives
Inflated responsibility is proposed to be a central concept in the development and maintenance of obsessive compulsive symptoms (Salkovskis, 1985). Five pathways to inflated responsibility have been proposed (Salkovskis et al., 1999) but have largely remained untested. Two of these pathways refer to experiences of having insufficient or excessive amounts of typical everyday childhood or ‘adaptive’ responsibilities. These two pathways were tested by the current study be examining the relationships between adaptive responsibilities, inflated responsibilities, and obsessive compulsive symptoms.
Method
The study used a cross-sectional correlational questionnaire design to assess for levels of adaptive responsibilities, inflated responsibilities, and obsessive compulsive symptoms in 134 young people aged between 11 and 16 years, and one of their parents.
Results
Significant positive associations were observed between levels of inflated responsibility and obsessive compulsive symptoms in young people and parents. There was also a significant positive relationship between child and parent ratings of adaptive responsibility. However, no relationships were observed between adaptive responsibility and inflated responsibility, or obsessive compulsive symptoms. Additionally, there were no between group differences observed for groups scoring high or low in levels of adaptive responsibility, inflated responsibility, or obsessive compulsive symptoms
Conclusion
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Obsessive Compulsive Disorder (OCD) is characterised by recurrent obsessive thoughts and/ or compulsive acts that are invariably distressing to individuals (NICE; National Institute for Health and Clinical Excellence, 2005). Obsessions are considered to be repetitive unpleasant thoughts, images or urges, usually involving harm (), that enter an individual’s mind, leading them to engage in compulsive ritualistic or stereotyped behaviours, which can be overt or covert, in an attempt to prevent the obsessive thought from occurring (). OCD is believed to affect 1 to 2% of the general population, although some studies suggest a prevalence of 3 to 4% (). A substantial proportion of adults with OCD report the onset of their symptoms during childhood or adolescence  ADDIN EN.CITE ().
To date OCD has been successfully conceptualised through cognitive theoretical models of understanding (Rachman, 1993; Salkovskis, 1985; Wells & Matthews, 1994). ) proposed a model of inflated responsibility which postulates that individuals experience distressing obsessive cognitions involving harm to themselves or others, attribute responsibility to themselves, and so engage in compulsive or neutralising behaviours in an attempt to prevent their obsessive forecasts from occurring (). Although there appears to be evidence to support this theory in both adult and child populations, comparatively little is known regarding how inflated responsibility belief appraisals develop.
) proposed a speculative account of five pathways to inflated responsibility, based on an individual’s idiosyncratic experiences accumulated through clinical experience and observation. Two of these pathways refer to insufficient or excessive amounts of everyday, ‘normal’ responsibilities. The aim of this study is to test these pathways by examining the relationships between young people’s levels of ‘normal’ or ‘adaptive’ responsibility, and their self-reported levels of inflated responsibility and Obsessive Compulsive (OC) symptomatology.




1.2 Obsessive Compulsive Disorder (OCD) in Children and Young People
1.2.1 Diagnosis and classification of OCD.
The Diagnostic and Statistical Manual of Mental Disorders-Fourth Edition (DSM-IV) classifies OCD as an Axis I clinical anxiety disorder which is essentially characterised by the repeated presence of obsessions and/or compulsions which are of marked severity and duration (consuming more than one hour a day), causing considerable distress which impacts upon an individual’s daily (social and academic) functioning, which is unrelated to other disorders or medical conditions (American Psychiatric Association; APA, 2000).
Obsessions are defined as recurrent or persistent thoughts, images, or impulses that are experienced as intrusive or inappropriate, causing anxiety and distress. Obsessions are distinguished from excessive real-life problems and recognised as products of one’s own mind, and produce distress despite an individual being aware that such thoughts might be senseless (). Attempts to ignore, suppress, or neutralise obsessions are suggested to be made through engaging in actions or thoughts, known as compulsions (). Compulsions are repetitive behaviours or mental acts aimed at reducing distress and anxiety associated with an individual’s obsessions.
In the lead up to the newly published Diagnostic and Statistical Manual of Mental Disorders-Fifth Edition (DSM-V; APA, 2013) there has been a degree of debate regarding its classification and whether it should have remained classified as an anxiety disorder or placed in a new diagnostic category, ‘obsessive-compulsive and related disorders’. Remaining under the same classification posed difficulties as it would not acknowledge the growing evidence highlighting the differences between OCD and other anxiety disorders. However, the change of category was also argued to be problematic as this would not acknowledge the existing body of evidence linking OCD to other anxiety disorders (Stein, 2010). Despite changes, it has been suggested that classification and diagnostic criteria are relatively similar, and treatment approaches remain unchanged ().
 The International Classification of Diseases (ICD-10); characterises the essential features of OCD also by the presence of obsessional thoughts or compulsive acts, but also stipulates that symptoms must be present on most days for at least two successive weeks (World Health Organisation; WHO, 1992). The ICD-10 also recognises that depressive symptoms are also commonly present and that thoughts, impulses or images are unpleasantly repetitive and the thought of carrying out a related obsession must not be inherently pleasurable ().
1.2.2 Characteristics and clinical features of childhood OCD.
Childhood OCD can be a debilitating condition () that has a significant impact upon childhood functioning  ADDIN EN.CITE () and quality of life  ADDIN EN.CITE (), across academic, home, and social settings (). These impairments appear to be the natural sequalae of the distress experienced from intrusive obsessions and having to engage in ritualistic and repetitive compulsions  ADDIN EN.CITE (). Ninety per cent of a sample of children with OCD reported that it had impacted on their functioning in at least one domain, with just below half the sample reporting it to significantly interfere in their home, social, and school life  ADDIN EN.CITE ().  Psychosocial outcomes for individuals with OCD are considered to be poorer in comparison to those who have not developed the disorder  ADDIN EN.CITE ().
In childhood presentations the disorder may differ in that developmental factors may be implicated in specific traits obsessions and compulsions (). Obsessions in childhood OCD appear to be commonly related to particular themes; dirt and contamination illness and death, catastrophic events, ordering, symmetry, and exactness, unacceptable or aggressive urges or thoughts, distressing or unacceptable sexual or religious thoughts, and superstitious beliefs, such as lucky or unlucky numbers (The Obsessive Compulsive Cognitions Working Group [OCCWG], 1997).
Although these are believed to be similar to the range of obsessions evident in adults, younger children are cited to report more obsessions regarding contamination, aggression, exactness, and symmetry  ADDIN EN.CITE (; ; ; ). As children grow older it is believed that their range of obsessions may follow along with their developmental trajectory and cognitive development (), beginning to include more obsessions relevant to their life stage such as religion and sexuality (). The most commonly reported obsessions amongst children and young people are worries about dirt and contamination, thoughts of something terrible happening, and fears about illness and dying (). These obsessions are typically accompanied by negative affect such as anxiety or disgust, which are attempted to be neutralised by an individual engaging in compulsive rituals or activities.
Compulsions also appear to relate to particular themes such as washing, cleaning, decontaminating, touching, ordering, organising, checking, collecting, and counting. Compulsions are commonly repetitive and ritualistic in nature. Amongst children and adolescents, washing, checking, repeating, ordering and arranging, and counting appear to be the most common of compulsions (). As with obsessions, young people’s compulsions appear to change over time and along with their development, meaning that it is highly unusual to have presentations with one particular type of compulsion (). Younger children are known to demonstrate compulsions which are more tactile in nature (), and may exhibit them without reporting the presence of obsessions, most likely attributable to not having the cognitive or language abilities to articulate the internal cognitive processes that they are experiencing ().
As many individuals are able to recognise that their OC behaviours are a product of their own thoughts, and tend to be deemed socially inappropriate or acceptable, it is understandable that many individuals experiencing OC symptoms may attempt to hide or control their OCD in social situations, meaning that OCD can be often be a ‘secretive’ or hidden disorder  ADDIN EN.CITE (), associated with feelings of fear or shame about seeking help  ADDIN EN.CITE (). Although a significant number of adults reporting onset in childhood years (), a notable percentage of people tend not to seek treatment for a number of years (). Research has also suggested that whilst individuals may develop successful strategies to control or screen their OC symptoms (compulsions in particular) whilst in public or social situations, their negative affect continues to increase and OC behaviours can become more prominent when in the comparative safety of the home environment and accommodated by well-meaning family members (). This is suggested to be of particular note for younger people with OCD whom may exert great effort to conceal their OC symptoms whilst at school, but then struggle to maintain this when at home, leading parents to feel distressed by their child’s distress, or perhaps unintentionally interpreting their child’s compulsive behaviours as disobedience or something within their voluntary control  ADDIN EN.CITE (; ). Although adults are required to demonstrate some insight in understanding that their obsessions or compulsions are atypical and excessive, this is not a requirement for diagnosis in children ().
Whilst there does appear to be some degree of phenotypic differences between children and adults it should be noted however that OCD is broadly similar across the lifespan in terms of its symptom profile (). Although particular themes have been identified as common in OCD, given the wide range and varied nature that compulsions may take, OCD tends to have an idiosyncratic or heterogeneous appearance, varying from individual to individual. These compulsions are therefore often of varying frequency, intensity, or severity, and may be repeated by individuals until it “feels right” to stop ().
Accurate diagnosis can be complicated due to the significant overlap of symptoms between OCD and other disorders or difficulties. Additional factors further complicate accurate diagnosis in OCD as individuals (particularly children) may lack insight into their difficulties, underreport their symptoms severity or intensity, and may be secretive regarding their difficulties ().
1.2.3 Epidemiology of OCD in childhood & adolescence.
1.2.3.1	Prevalence.
Lifetime prevalence rates for OCD had once been believed to be as low as 0.05% within the general population  ADDIN EN.CITE (), however,  more recent estimates are between 1-3% of the general population  ADDIN EN.CITE (; ; ; ). Following an epidemiological study of 10, 438 children, an overall UK prevalence rate of 0.25% was reported (). This study also suggested that the prevalence of the condition rises exponentially with age, and is more highly associated with ethnic minorities and groups of lower socio-economic status (). The authors have suggested the prevalence rate of 0.25% may have been lower than previous estimates due to the sample being aged 5 to 15 years of age, where previous studies have often been inclusive of young people up to 18 years of age. It is also of note that a majority of the sample were not in receipt of any form of treatment or support from services at the time of the study, again highlighting the potential for the disorder to go ‘unseen’ or undisclosed. Clinical prevalence rates in fact have been suggested to be underestimated by as much as 75%, with only 25% of children with OCD thought to seek help (), although changes in attitudes towards mental health since this study’s publication could be argued to highlight a need for this figure to be reviewed.
Heyman and colleagues (2001) findings that 88% of children in their sample had not sought support appears to add credence to the notion of OCD being a “hidden epidemic” (Jenike, 1989, p.539). High rates of sub-clinical OCD have also been observed in the general population with a prevalence rate of 19%, and one year incidence rate of 8.4%  ADDIN EN.CITE (; ), suggesting the relative prominence of ‘normal’ OC-type symptoms outside of clinical samples.
Some research has suggested that males typically report earlier age of onset  ADDIN EN.CITE (; ; ) and therefore treatment  ADDIN EN.CITE (; ), although greater incidence of OCD in women has tended to have been reported in most studies (). More recent research cites incidence as equal between genders in childhood (), and that by the beginning of adulthood rates of OCD between the genders are comparable (). There is some evidence to suggest symptom differences between genders with some women displaying more rituals involving cleaning and washing, whilst men are reported to experience more sexual obsessions  ADDIN EN.CITE (; ; ).
1.2.3.2	Onset.
It is suggested that 50-80% of adults with OCD report that their symptoms began to develop during their childhood and adolescence  ADDIN EN.CITE (), and that 50% of adults with OCD reported to have experienced onset by 15 years of age (). There has been evidence to suggest that 65% of individuals develop OCD before 25 years of age, with less than 5% reporting onset after 40 years of age  ADDIN EN.CITE (; ), signifying that OCD may well be a disorder commonly developed during younger years. Karno et al. (1988) postulated that rates of OCD actually decline with age, again highlighting the prominence of the disorder in youths.
Symptoms have been observed in children from 6 or 7 years of age (), although in some rare cases symptoms have been known to emerge in children as young as 2 to 3 years of age (; ). Some research has suggested poorer prognosis in early onset OCD with associations to symptom severity, broader ranges of OC symptoms, and poorer treatment outcomes  ADDIN EN.CITE (; ). However, this has not been consistently demonstrated and it has been suggested that there may be different types of symptoms and comorbidities associated between very early onset OCD when compare to late onset OCD  ADDIN EN.CITE ().




In children and adolescents, fluctuations in symptoms have been observed with marked periods of exacerbation and remission over the course of the illness  ADDIN EN.CITE (; ). In severe cases of childhood OCD, symptoms are reported to continue long into adulthood  ADDIN EN.CITE (; ).Given the notion that there is a large prevalence of undiagnosed cases of OCD within the general population, the often ‘hidden’ nature of OCD means that the natural course of the disorder over the lifespan is difficult to accurately report. In spite of suggestion that OCD is associated with a high rate of mental health service utilisation  ADDIN EN.CITE (), in some cases individuals may not attempt to seek treatment for as long as 2 to 7 years  ADDIN EN.CITE (; ). In untreated cases it is believed that deterioration in functioning can be expected over the course of the disorder (). However, assessing the natural course of the condition is equally complex in those who do seek treatment, given recent advances in the assessment and treatment, psychologically and pharmacologically.
A meta-analysis of 16 studies evaluating the long-term outcomes and the overall course of OCD by  ADDIN EN.CITE ) reported persistence of a clinical range of symptoms in 41% of cases. This figure rises to 60% when including those with sub threshold symptoms, highlighting the lengthy and persistent nature of the condition in child-onset cases, especially in those with earlier age of onset and duration between receiving diagnosis. Although  ADDIN EN.CITE ) reported a full remission rate of 40% in their meta-analysis, contrasting results have suggested poorer outcomes over the course of the disorder from childhood into adulthood ().
Longitudinal studies have revealed the persistence of childhood OCD into adulthood with high baseline psychopathology and duration of illness at time of assessment predicting persistence of symptoms over time; 41% continued to receive a diagnosis at nine years follow up, with 40% having an additional comorbid psychiatric disorder  ADDIN EN.CITE (). With a follow up period of almost fifty years, () suggested that whilst some degree of improvement was observed in 83% of their sample, only 20% of the individuals that had previously been admitted to hospital for their OCD experienced a complete recovery, and the remaining participants continued to display either clinically significant or sub clinical levels of the disorder, again pointing towards its chronic nature.
1.2.4 Comorbidities of OCD.
Accurate diagnosis of OCD can be a complex issue due to the similarities and phenomenological overlap it has with other presentations and disorders. There is a dearth of evidence to support the pattern of high associations between OCD and comorbid disorders in adults  ADDIN EN.CITE (; , ; ). In particular, research examining adults with OCD suggest that they are highly likely to develop comorbid difficulties, particularly mood disorders (). In western culture, lifetime comorbidity rates in OCD have been estimated at over 51%  ADDIN EN.CITE (), with a concurrent comorbidity rate of 36% ().
In children and adolescents the evidence is more limited but also demonstrates similar patterns to adult studies  ADDIN EN.CITE (; ; ; ; ). Given the wide ranging impact that OCD can have on a young person’s functioning and presentation, it is perhaps not surprising that they may be at further risk of developing concurrent or comorbid difficulties  ADDIN EN.CITE ().
One reason why childhood OCD is such a debilitating disorder is due to this phenomenological overlap; the disorder is highly correlated with comorbid disorders and presentations, making it complex to diagnose and often challenging to treat  ADDIN EN.CITE (; ; ; ; ; ; ).  Comorbidity rates in young people vary but have been proposed to range from 76-84%  ADDIN EN.CITE (; ; ; ; ; ; ; ), with up to 50-60% potentially experiencing two or more other mental health disorders in their lifetime ().
In their naturalistic study, Geller and colleagues (1996) suggested that both internalising and externalising disorders were both heavily comorbid in paediatric OCD. There is a wide range and varied range of commonly associated clinical comorbid conditions in childhood OCD, including, anxiety (26-70%), depression (10-73%), Tourette’s Syndrome or other tic disorders (17-59%) ADHD (10-50%), disruptive behavioural difficulties (10-57%), and PDD (e.g.  ADDIN EN.CITE (; ; ; ; ; ; ; ; ; ). Eating disorders, body dysmorphic disorder (BDD), and trichotillomania have also been implicated as associated disorders in the presence of paediatric OCD  ADDIN EN.CITE (; ; ). Comorbidities in childhood OCD are believed to impact on the severity of OC symptoms, and negatively impact upon a young person’s overall adaptive functioning, and their response to treatment  ADDIN EN.CITE (; ; ).
However, methodological flaws in these studies relating to their exclusion criteria mean that the results are unlikely to be wholly representative of the general population  ADDIN EN.CITE ().  ADDIN EN.CITE ) evaluated the effect of comorbid conditions on treatment response and remission, finding that in contrary to expectations, comorbidity was not associated with poorer treatment outcome, but did reflect poorer outcome at 6 month follow up. Further research into the impact of comorbidities on response to treatment continues to be warranted.
1.3 The Development of Obsessive-Compulsive Features in Childhood & Adolescence
Studies have commonly identified that a significant proportion of the general population (80-90%) experience unwanted, intrusive thoughts, images, or impulses that are qualitatively similar to obsessions  ADDIN EN.CITE (; ; ; ; ). These unwanted intrusive thoughts are suggested to be triggered by contemporary stressful life experiences  ADDIN EN.CITE (; ), and remain difficult to control, stemming from internal origin, and interrupt usual activity ().
) examined differences in experiences of unwanted thoughts and intrusions between a clinical and nonclinical adult sample; they found that 84% of the nonclinical sample reported having unwanted cognitive intrusions that were qualitatively similar, but less frequent, intense, more within their control, and less associated with a neutralising behaviour. These findings have been replicated (), and although these unwanted intrusive thoughts have not been of a clinically significant level, they can continue to cause individuals distress ().
The presence of unwanted intrusive thoughts of an obsessional quality in the general population suggests that the disorder may therefore be on some form of continuum or spectrum ranging from developmentally appropriate unwanted or intrusive thoughts to OCD (), and therefore further investigation is warranted to begin attempting to understand at what point these ‘normal’ or ‘everyday’ unwanted intrusive thoughts become clinically significant, and by what mechanism this process occurs. Research in this area appears scant, especially during childhood and adolescence. Evidence to corroborate the notion of OC symptoms lying on a spectrum has been found in further community based samples in the general population  ADDIN EN.CITE (; ; ; ), but there remains limited research regarding its development from childhood through to adulthood.
Clinically significant obsessions are considered to be more intense, frequent, and severe than that of ‘normal’ or non-clinical obsessions or unwanted intrusions; they are more likely to be perceived as outside of one’s control, and more strongly resisted and ego-dystonic, associated with increased likelihood of engaging in neutralising or compulsive behaviours and maladaptive coping strategies  ADDIN EN.CITE (; ). ) suggested that the distinguishing features between general or ‘normal’ intrusions and those of which are clinically significant, lies with an individual’s cognitive appraisals of their thoughts, and the lack of perceived control they have over these thoughts. However, these hypotheses have again been tested less in child and adolescent populations. Greater understanding of this process may provide insight into the origins and development of OC symptoms, from developmentally normal everyday thoughts and behaviours, into clinically significant OCD. The subject of the development of ‘normal’ cognitive appraisals and pathways to OC symptoms is explored in more detail in section 1.8.
Biological, behavioural and cognitive theories and models of OCD have been postulated as relevant in the development and aetiology of OCD, all of which require further research to facilitate our understanding of the onset, course, and treatment of the disorder, as it is possible that multiple factors and interactions of these hypotheses may be related to the development and maintenance of the disorder, as shall be discussed.

1.4 Biological Theories, Models & Treatment of Obsessive-Compulsive Disorder
This section outlines the dominant biological theories that currently account for our understanding of OCD. Summaries of biological theories and models will be provided with treatment approaches also described. A detailed review of all biological models and treatments are beyond the scope of this thesis although summary accounts of the main three are provided below.
1.4.1 The genetic hypothesis of OCD.
One biological model of OCD hypothesises that the disorder is inherited genetically. Many studies have consistently demonstrated that OCD is indeed a highly familial disorder  ADDIN EN.CITE (; ; ).   ) compared symptoms of OCD in children of parents with OCD and a control group; 23% met clinical criteria for a diagnosis of OCD compared to 3% of the control group at a 2-year follow up. This finding replicated results demonstrating the familial nature of the disorder. Relatives of probands with OCD have been found to have significantly greater rates of OCD (8.2-10.3%) compared to comparison groups (1.9%-2%)  ADDIN EN.CITE (; ). ADDIN EN.CITE ) found that thirty per cent of probands with OCD had at least one first-degree relative to also have the disorder, and postulated that the difference in symptoms of probands and their parents may suggest that the data may not be accounted for by cultural transmission, such as miming of behaviours and symptoms though social learning theory ().
Twin studies have also provided evidence to suggest the genetic hypothesis may carry credence with high concordance rates being demonstrated across monozygotic pairs of twins  ADDIN EN.CITE (; ; ). ) reported a concordance rate of 87% in monozygotic twins, in comparison to 47% of dizygotic twins, again offering evidence for a genetic hypothesis. Twin studies of adults have demonstrated that OC symptoms are moderately heritable with genetic factors contributing 27-47% of the variance in scores of measures of OCD, with the remaining variance accounting for environmental factors  ADDIN EN.CITE (; , ). Genetic factors are believed to account for 45-65% of the variance in children with OCD  ADDIN EN.CITE (). Although evidence is available for a genetic hypothesis, these rates in variance indicate the importance of environmental factors.
OCD has also been suggested to be more common in relatives of individuals with childhood onset OCD as opposed to adult onset  ADDIN EN.CITE (; ) pointing towards a stronger genetic contribution of paediatric onset OCD in comparison to OCD developing later in adulthood  ADDIN EN.CITE (; ).
In spite of the wealth of information to suggest that OCD is indeed highly familial, there remains no evidence of an inheritable gene which is responsible for the disorder. That concordance rates of OCD are not 100% for monozygotic twins also suggests that genetics alone cannot account for the transmission or presence of the disorder. Whilst a biological model for OCD may have evidence linking it to genetic hypotheses, a model such as this still fails to account for the difference in individuals OC symptoms and widely varying idiosyncratic presentations. These differences are arguably therefore likely to be linked to further factors that may be explained by behavioural or cognitive models, although there may still be a putative biological underlying pathology. It could thus be suggested that research is therefore continuingly warranted to explore biological factors and the potential relationship or interplay with environmental influences.
1.4.2 Neuroanatomical and neurobiological hypotheses of OCD.
Neurotransmitters are widely acknowledged to be implicated in OCD. The role of serotonin has particularly been evaluated in light of evidence provided by the use of pharmacological treatments such as serotonin selective uptake inhibitors (SSRIs). Clinical research trials have demonstrated the effectiveness and superiority of SSRIs over placebo controls in both adult and youth samples with OCD  ADDIN EN.CITE (). These medications have demonstrated efficacy in decreasing OC symptoms  ADDIN EN.CITE () although the mechanisms of how this occurs in OCD specifically remains unclear as serotonin dysregulation is implicated in a number of other psychological disorders.
There has been evidence to associate OCD with hypersensitivity of postsynaptic serotonin receptors (), with specific disruption of genes encoding for the serotonin transporters (5-HTT) and receptors (5HT2A) (). However, this finding has not been replicated consistently  ADDIN EN.CITE (). Evidence for disruption and dysregulation to the glutamate  ADDIN EN.CITE (; ; ; ; ; ) and dopamine () systems have also been hypothesised, but again, not consistently linked (). Although influential, serotonin is unlikely to be singularly responsible, as is any one other single neurotransmitter likely to account for the diverse and varied presentation observed in individuals with OCD.
Whilst neurobiological mechanisms of OCD continue to warrant further investigation, advances in neuroimaging studies have implicated neuroanatomical structures such as the basal ganglia, orbitofrontal cortex and thalamus as particular localisations where neurologic dysfunction to be associated with OCD  ADDIN EN.CITE (; ; ). Different baseline levels of brain activity from positron emission tomography (PET) scans has also been observed in patients with OCD in comparison to healthy controls  ADDIN EN.CITE (). Findings appear to consistently link OCD to abnormalities of the dorsolateral prefrontal cortex and frontal orbital-striatum, relating to the presence of hypermetabolism in the frontal lobe and caudate nucleus of the basal ganglia  ADDIN EN.CITE (; ), which decreases following pharmacological treatment  ADDIN EN.CITE (). These findings were highlighted in a meta-analysis of brain imaging studies (), with similar results having also being found in children  ADDIN EN.CITE (). It is important to note however, that these abnormalities are not observed in all individuals with OCD, and therefore these findings must be interpreted with a degree of caution as they may not be entirely generalisable. Neuroanatomical explanations, like other biological models and understandings of OCD, can also not account for the varied presentations in OCD, or the contribution of other environmental factors. As research continues it is suggested that biological models are considered to play some part in the development and maintenance of the disorder across the lifespan, but it is likely that further individual, environmental, and cognitive factors may also be involved.
1.4.3 Immunological hypothesis of OCD.
An alternative biological hypothesis of OCD proposes that the disorder is the result of an autoimmune response to streptococcal infection  ADDIN EN.CITE (). This hypothesis has become known as PANDAS (Paediatric Autoimmune Neuropsychiatric Disorders Associated with Streptococcal infections), or more recently, PANS (Paediatric Acute-onset Neuropsychiatric Syndrome). PANDAS is characterised by the presence of sudden-onset and abrupt fluctuating symptoms of OCD or tic disorder between 3 years of age and puberty. Children with PANDAS are initially diagnosed with OCD or tic disorder as the symptoms are very similar to more typical forms of childhood OCD and tic disorders  ADDIN EN.CITE (), although can include further difficulties including, emotional lability, personality changes, ADHD, anorexia, anxiety, enuresis, or changes in writing or numeracy abilities  ADDIN EN.CITE (; ).
Onset of PANDAS and exacerbation of symptoms is believed to be associated with autoimmune responses to Group A β-haemolytic streptococcus (GABHS) infection, causing inflammation to the basal ganglia, manifesting in symptoms similar to Sydenham chorea (hyperactivity, jerky choreiform movements, tics), which is also known to be associated with autoimmune production of antibodies in the basal ganglia following GABHS infection (). However, the exact connection between autoimmune responses to infection and manifestation of neuropsychiatric symptoms is not fully understood (). 
As this mechanism is unknown, selecting the best form of treatment for PANDAS is complicated. In cases of early identification and intervention, the infection causing PANDAS has been effectively treated with the use of antibiotics (), or by deactivating the autoimmune response to the infection, via the use of intravenous immunoglobulin (IVIG) which is extracted from the blood of donors. Although IVIG treatment has demonstrated some preliminary efficacy  ADDIN EN.CITE (), children with PANDAS may be offered other evidence-based treatments for OCD (see NICE, 2005). Cognitive Behaviour Therapy (CBT) for PANDAS has also demonstrated some promising preliminary results  ADDIN EN.CITE (), especially given that it is a far less invasive treatment in comparison to IVIG or prophylactic antibiotics. Despite this, the sample size used by  ADDIN EN.CITE ) was small, and six out of the seven of their participants were also taking SSRI medication, the effects of which cannot be controlled for in isolation to the CBT that young people were receiving. CBT for OCD will be discussed in more detail below (see section 1.4.4; Cognitive Treatments for OCD).
It has been suggested that PANDAS only accounts for approximately 6-10% of early onset OCD cases in the general population  ADDIN EN.CITE (; ), although others suggest prevalence rates for PANDAS is less clear (). However, given that not all childhood onset OCD is related the PANDAS hypothesis, it is suggested that this immunological model alone is not responsible for the development for OCD, and that there may be more than one pathway to the development of the disorder and OC symptoms in childhood. Given the effective use of CBT for PANDAS  ADDIN EN.CITE (), it could also be suggested that biological mechanisms are not solely responsible for the disorder, and hat further research may be warranted to investigate interactions and associations between these biological and cognitive  mechanisms.
1.4.4 Biological & pharmacological treatments of OCD.
Evidence to support biological theories of OCD are primarily based on research supporting the effectiveness of neurobiological treatments using psychotropic medications. As serotonin and dopamine are the principle neurotransmitters implicated in biological models, NICE (2005) currently recommends the use of Selective Serotonin Reuptake Inhibitors (SSRIs) or clomipramine as the medications of choice for treating OCD in both adults and children in the UK.
Efficacy of SSRIs compared to placebo treatment for paediatric OCD has been demonstrated for fluvoxamine (), sertraline  ADDIN EN.CITE (), and fluoxetine (). The tricyclic antidepressant clomipramine has also demonstrated efficacy as a pharmacological intervention (; ). The research base suggests that pharmacological interventions are similarly effective in treating paediatric OCD  ADDIN EN.CITE () as they are in the treatment of adults with the disorder  ADDIN EN.CITE (), with a 30-40% reduction of symptoms.
The Paediatric OCD Treatment Study () found significant symptom reduction (p = .007) for treatment with sertraline alone compared to placebo. Whilst this finding corroborates the effectiveness of SSRI treatments for paediatric OCD, the study also found that SSRI treatment was no more effective than CBT alone (p = .003), and was in fact significantly more effective when combined with CBT (p = .001). Remission rates were also more favourable for combined treatment (54%) in comparison to solely pharmacological (21%) or psychological (40%) approaches to treatment. The overall results of the study suggested that whilst SSRI treatments are effective, they should be offered after or in combination with CBT (POTS, 2004).
Fluvoxamine and sertraline are the only SSRI treatments recommended by NICE for the treatment of OCD in children and adolescents in the UK. Given that SSRIs have been known to have adverse side effects in the treatment of depression in young people (including increased risk of suicidality) NICE (2005) approaches the use of SSRIs for OCD with a degree of caution as it is unknown whether the same risks are presented in the treatment of OCD. NICE (2005) therefore only recommends the use of pharmacological interventions for young people with moderate to severe OCD as a last line intervention when treatment with CBT has not been successful. Given up to 60-70% of individuals treated by medication alone may continue to have symptoms of a clinically significant range  ADDIN EN.CITE (; ), the question over a biological models of OCD remain as other external factors may therefore be suggested to have an effect. The unknown risks posed by SSRIs in the treatment of paediatric OCD and high relapse rates upon withdrawal of medication  ADDIN EN.CITE () also highlight the need to further understand the mechanisms and processes involved in the development and maintenance of the disorder.


1.5 Psychological Theories, Models & Treatments of OCD
1.5.1 Behavioural theory & model of OCD.
Learning theories have been used to aid our understanding of the behavioural models and mechanisms underlying OCD, with accounts proposed from the perspectives of both classical conditioning () and operant conditioning ().  The two-stage fear avoidance model () has widely been recognised as a behavioural model underlying the processes of OCD, its central tenets based upon the principles of classical and operant conditioning.
The first stage of the model describes the process by which an obsession may be formed, similarly to how phobias develop through classical conditioning; a previously neutral stimulus (NS), such as a plug socket, becomes a conditioned stimulus (CS) through association with an aversive unconditioned (UCS), such as being told that touching plug sockets may lead to electrocution. In this process the NS becomes paired with the UCS, causing it to become the CS. Subsequent presentation of the CS thus elicits fear or anxiety and a conditioned response (CR), such as avoidance of touching plug sockets.
) referred to the behavioural development of obsessions in this manner as “conditioned noxious/aversive stimuli”. ) hypothesised that the distressed caused by these conditioned aversive stimuli give rise to passive (i.e. avoidance of situations that may trigger an obsession) and active (i.e. engaging in compulsions) avoidant behaviours. ) suggested factors such as stress, perceived loss of control, emotional dysregulation, heightened sensitivity, and personality may have a role in an individual’s vulnerability towards developing obsessions.
In the second stage of the fear-avoidance model () these associations become negatively reinforced through operant conditioning, whereby avoidance of the feared CS or engagement in a neutralising act, serves to reduce anxiety or distress, a term coined as “solution learning” ().  For example, avoidance of plug sockets, or reassurance seeking that they will cause no harm may negatively reinforce the maladaptive coping behaviour. Repetition of these behaviours then occurs due to their ability to reduce anxiety (an anxiety reduction hypothesis). Paradoxically, whilst this serves to reduce immediate feelings of anxiety and distress, it positively reinforces the fear response to the CS, actually perpetuating the cycle and increasing the aversive reaction to the previously neutral stimulus. This pattern is repeated again and again, giving rise to compulsive behaviours and routines in response to obsessional fears and worries regarding what appear to be neutral and non-threatening stimuli. Through the maintenance of this behavioural pattern an individual is not afforded the opportunity to disconfirm their feared responses to the CS and extinction of distress to the CS is prevented along with the possibility of habituation to the anxiety response.
This second stage of the ) model accounting for the maintenance of OCD has been substantiated by a wealth of supporting evidence. Experimental studies have demonstrated that when individuals with OCD are exposed to obsessional stimuli, they experience distress and increased urges or likelihood of engaging in compulsive behaviours  ADDIN EN.CITE (; ). It has also been demonstrated that these compulsive rituals lead to a short-term reduction in distress, causing them to be negatively reinforced e.g.  ADDIN EN.CITE (; ).
However, the empirical support for the first stage of the model involving the development of OCD is less substantial. () reported that there is little relationship between obsessions and environmental events, and it has been suggested that between 20-30% of obsessions occur without any environmental cue or event (). Although limited by retrospective self-report, this finding was replicated by ) who found scant evidence for associative learning in the acquisition of OCD; less than 13% of their sample of participants with OCD identified an associative learning event to have featured in the development of their OCD.
The first stage of the model also does not account for the typically gradual onset of the disorder  ADDIN EN.CITE (; ), in contrast to the immediate or traumatic nature by which classical conditioning theory would suggest. Also unaccounted for by classical conditioning theory is the multiple and changing nature of the obsessions that individuals experience in the absence of new associative learning experiences (; ). Whilst the behavioural model can satisfactorily account for the maintenance of OCD through operant conditioning, the theoretical basis underpinning the development of the disorder is less clear, suggesting that other factors may be involved in the origins of the disorder that require further investigation.

1.5.1.1	Behavioural Treatment for OCD: Exposure Response Prevention (ERP).
Pioneered by ), ERP is the most established behavioural intervention developed for the treatment of OCD  ADDIN EN.CITE (; ; ). Based upon the theory of operant conditioning underpinning stage two of the Mowrer (1960) model, ERP is included as part of the first line treatment recommended by NICE (2005) for adults and young people with moderate to severe OCD. ERP involves systematic, repeated, and gradually prolonged exposure to an individual’s feared or anxiety-provoking stimulus, learning to tolerate these graded amounts of anxiety and resisting the urge to carry out associated compulsions intended to neutralise the distress (response prevention). Through this process, previously learnt associations between obsessional triggers and anxiety provocation, and between compulsive rituals and anxiety reduction are weakened (), allowing an individual to learn that obsessional fears are not realistic, and compulsive actions (or avoidance) are unrequired for anxiety to dissipate. Distress and arousal gradually diminish through autonomic habituation while corrective learning about the feared stimulus is further developed  ADDIN EN.CITE (; ). Desensitisation and habituation to the obsessional fear has been suggested to be the key therapeutic process involved in effective ERP (; ). Both situational (in vivo) and imaginal forms of ERP may be conducted effectively.
Meta-analyses have suggested that ERP is associated with large pretest-posttest treatment effect sizes of >1.0  ADDIN EN.CITE (; ; ) with patients experiencing a substantial decline in OC symptoms which were maintained at follow up. Follow up studies replicated this finding suggesting treatment gains may be evident over two years later for 76% of patients who completed a full course of ERP (). An average symptom reduction of 48-59% for individuals with OCD treated with ERP has been cited (), with an overall treatment response of up to 83% (). ) have reported that post-treatment recovery following ERP ranges from 24-73%; however, this is when recovery was defined as 25-50% reduction in symptoms. Other studies have concluded that 25% of individuals with OCD are asymptomatic following treatment ().
In spite of the evidence supporting ERP as an effective treatment, it should be noted that 20% of individuals with OCD do not report improvements following ERP treatment, with symptoms remaining in a clinical range.  Reviewing the literature, ) concluded that up to 50% of ERP-treated patients do not experience a significant improvement following treatment, and rarely is that patients achieve complete symptom reduction ().
Indeed, completing treatment itself has been suggested as a criticism of ERP as an intervention; between 20-25% of patients do not complete treatment (). This finding was replicated in an RCT conducted by Foa and colleagues (2005); although ERP was demonstrated to be more effective alone or in combination with medication than medication alone, a high dropout rate of 43% was observed in the ERP condition of the study. The authors cited this attrition to individuals disliking the exposure tasks involved in ERP  ADDIN EN.CITE (). Extending this finding to children and adolescents highlights an ethical dimension that warrants further consideration as they may have difficulty tolerating the high levels of anxiety or distress experienced in ERP (), and treatment can be challenging and aversive (). It could be suggested that children may also find it difficult to understand these factors or fully understand what treatment may involve before consenting to treatment.
Further limitations and methodological flaws in the supporting evidence base for ERP have also been highlighted, such as that a majority of studies are based on outcomes of individuals with cleaning and or checking rituals (), meaning that a significant number of other phenotypes are unaccounted for by the literature, especially given the heterogeneous presentation of the disorder.
1.5.2 Cognitive Theories & Models of OCD in Childhood and Adolescence.
Whilst each of the models places emphasis on different types of appraisal or belief in the process of developing and maintaining the disorder, all cognitive models of OCD propose that an individual’s appraisal of their thoughts and their responses to those thoughts are the underlying processes behind OCD. As with much of the adult research, child and adolescent studies have tended to focus on non-clinical samples (). Whilst this could be argued to limit their generalisability to clinical populations, it has also been suggested that research in non-clinical samples can offer valuable and meaningful insights in the field due to OC symptoms ranging on a form of continuum (Clark & Rhyno, 2005).

1.5.2.1	Thought-Action Fusion (TAF) model.
As with all cognitive models of OCD, based on information processing theory, thought-action fusion (TAF) is a form of cognitive bias which relates to the significance of individuals interpretations of their thoughts. The cognitive (misinterpretation) process underlying the TAF model of OCD, proposed by (), posits that individuals appraise their thoughts as being equivalent to their actions; the belief that a thought is like an action, and so in effect the two are fused. In this model, an individual might cite that thinking about committing an offensive act is as bad as actually carrying out the offence itself and further to this, thinking about an offensive act may actually increase the likelihood of them committing the feared offence.
“Morality” TAF and “Likelihood” TAF (self or other) are both components of TAF identified by (). Morality-TAF refers to the belief that thinking about an act is as morally reprehensible as carrying out the aforementioned act, and Likelihood-TAF refers to the notion that thinking about it will increase the probability of it occurring, to oneself or another. () hypothesised that these two TAF components lead individuals to catastrophically misinterpret the significance and meaning of their thoughts, leading them to develop conclusions about their morality in opposition to their values, thus, leading them to engage in neutralising or ritualistic OC behaviours to manage the distress that they are experiencing.
Research has shown significant correlational support for an association between TAF and OC symptoms in non-clinical adults (), whilst experimental research has also demonstrated a evidence for the role of TAF beliefs in OCD, again, in an adult non-clinical sample (). Findings have been replicated across clinical samples, with higher levels of TAF demonstrated in comparison to non-clinical samples ().
Research extending these findings and the relationship between TAF and OC symptoms in children and adolescents however is less prevalent. Systematic reviews of TAF have been conducted  ADDIN EN.CITE (; ) of which only two examined the model in child and adolescent samples  ADDIN EN.CITE (; ). Whilst significant correlations between TAF and OC symptoms were demonstrated in a non-clinical sample of adolescents  ADDIN EN.CITE (), ) found higher levels of TAF in a sample of children with OCD in comparison to a non-clinical controls. However, levels of TAF did not differ significantly between children with OCD and children with other anxiety disorders, suggesting that TAF may not be a feature specific to OCD. In contrast to this finding,  ADDIN EN.CITE ) found that likelihood (Other) -TAF was significantly higher in young people with OCD than both a non-clinical control group, and a group of anxious adolescents, suggesting that TAF may be a particular feature of OC presentations, rather than a process which features across all anxiety disorders.
Shafran and Rachman (2004) have highlighted the need to consider the TAF model within other cognitive theories and understanding of OCD, recognising that it may be just one way that individuals place significance on their intrusive or unwanted thoughts, and that more research is required to understand the precise relationship between the postulated components of TAF and individuals perceived responsibility. Similar recommendations have been suggested by  ADDIN EN.CITE ), Likelihood (other) -TAF may be more closely connected to an excessive or inflated sense of responsibility than Moral-TAF. Indeed, whilst the clinical utility of the construct of Moral-TAF has been suggested, its psychometric properties and robustness have been questioned (Shafran & Rachman, 2004). The relationship between TAF and responsibility is posited to require further investigation as they have been suggested to be “entangled” in a complex manner (Rachman, 1993, p. 151), with TAF being a fundamental part of the process of triggering responsibility appraisals. The TAF model had also received criticism as the data have produced mixed findings regarding its specificity to OCD; whilst higher ratings of TAF have been consistently found in OCD populations it is not exclusive to the disorder and has been consistently observed across other disorders of anxiety and eating disorders (see Berle & Starcevic, 2005; Shafran & Rachman, 2004).
TAF has also been likened to the concept of magical thinking in young children (Bolton et al., 2002), a phenomenon considered to be part of typical child development beginning from two years and continuing throughout the concrete operational phase (Piaget, 1929) up to 11 or 12 years. Magical thinking refers to the type of fantastical or supernatural cognitions beliefs or beliefs which children may have that defy laws of causality, but may be believed to have some influence over external events (Bolton et al., 2002).
1.5.2.2	Meta-Cognitive model.
Meta-cognition refers to the processes involved in thinking, specifically, beliefs about thinking, and the types of strategies that an individual may use to control their thoughts, images, or impulses (). It can be described as ‘thinking about thinking’. Wells and colleagues  ADDIN EN.CITE (; ; ) have proposed a meta-cognitive model of OCD, in which obsessional intrusive thoughts or images that are contrary to an individual’s values system, trigger beliefs and appraisals about the meaning, significance, or potential consequences of having such thoughts or images, and/or failing to control them. The misappraisal of these thoughts or failing to control them is hypothesised to lead an individual to engage in excessive self-monitoring of thought processes, and applying maladaptive coping strategies such as thought suppression or compulsive behaviours to attempt to decrease the consequent distress and anxiety experienced.
Wells and Matthews (1994) also suggested that individuals not only have beliefs about their intrusive thoughts, but also about the behaviours they may exhibit as a result of attempting to manage their anxiety. Individuals with OCD are thus likely to learn that their compulsive behaviours are functional as they have served to reduce anxiety, and may come to believe that not engaging in compulsive behaviours may lead to negative outcomes (). For individuals with OCD the model hypothesises that rather than being able to dismiss a negative intrusive thought, the thought is appraised as being highly threatening, and therefore requires some form of action to prevent the thought from re-occurring (). Wells (2002) has posited three main areas of meta-cognition to be involved in this process; metacognitive knowledge, metacognitive experiences, and metacognitive strategies.
To date, empirical support for the meta-cognitive model has found that meta-cognitive beliefs are positively associated with cognitive and behavioural symptoms of OCD in adults (), and significant improvements in OC symptoms are observed when meta-cognitions are targeted in treatment (). Similar findings have been replicated in studies examining the role of meta-cognitions in children and adolescents, finding significant associations between meta-cognitions and OC symptoms  ADDIN EN.CITE (; ). However, Cartwright-Hatton et al. (2004) also found depression to be significantly associated with meta-cognitions, suggesting that they may therefore be more indicative of negative psychopathology in general, as opposed to OCD.
Whilst the model offers evidence implicating its potential role in the maintenance of OCD, the meta-cognitive model does not appear to sufficiently account for the development and aetiology of the disorder.
1.5.2.3	Inflated Responsibility (IR) model.
In the model of inflated responsibility (IR) postulated by ), individuals who experience distressing obsessive cognitions which involve harm to themselves or others attribute responsibility to themselves, and so engage in compulsive or neutralising behaviours in an attempt to prevent the negative forecasts from occurring (). The role of responsibility is central to the model and associations with OC symptoms in adult populations have been evidenced in both clinical  ADDIN EN.CITE () and non-clinical populations  ADDIN EN.CITE (; ).
A number of studies have extended the research into the IR model in adults to children and adolescents in both non clinical  ADDIN EN.CITE (; ; ) and clinical  ADDIN EN.CITE (; ; ) populations. Some evidence to support the model has been demonstrated with clinical participants and controls  ADDIN EN.CITE (; ). These studies have primarily utilised correlational designs, however, some experimental research has been conducted to examine the nature and direction of relationships more closely  ADDIN EN.CITE (; ). Whilst all of these studies were able to offer evidence to suggest the presence and potential role of IR appraisals in young people and the maintenance of OCD, they did not elucidate further the potential origins or pathways to IR.
) proposed a speculative account of five pathways to inflated responsibility, based on an individual’s idiosyncratic experiences accumulated through clinical experience and observation. However, it appears that little research has been conducted to test these hypothesised pathways in adult and child populations. The empirical evidence for the IR model, its relevance and application to youth populations and the development of inflated responsibility shall be considered in further detail below (see section 1.8).
1.5.2.4 Cognitive treatment for OCD: Cognitive Behaviour Therapy (CBT).
NICE (2005) recommends CBT (including ERP) as the treatment of choice for OCD in adults and young people, either as a standalone treatment, or in conjunction with medication depending on treatment response and severity of symptoms. CBT comprises of psychoeducation, developing an awareness and understanding of physiological responses to anxiety, the use of ERP through graded hierarchies, and cognitive restructuring. Over time and with repeated practice, CBT allows an individual to decrease their obsessional anxieties through habituation and learning that compulsions are not required to diminish the anxiety related to their obsessions. This process occurs whilst updating cognitions and beliefs in reference to their OC behaviours. Family involvement in the treatment of childhood OCD is also recommended (NICE, 2005). 
Although the evidence base for the efficacy of CBT for paediatric OCD  is growing, it has been suggested that it is still sparse in comparison to the evidence base for adults, and has not been as widely or sufficiently evaluated  ADDIN EN.CITE (; ; ). However, from the literature that is available, the evidence to support the use of CBT for paediatric OCD is suggested to be compelling () and has led to manualised treatment programmes (). These studies consist of trials of generally high quality which use clear diagnostic criteria to identify OCD and differentiate it from other disorders, employing well validated and standardised measures of OCD to assess the level and content of symptoms, and the studies are suggested to demonstrate very large overall effect sizes for CBT for OCD, markedly larger than in comparison to CBT in general or psychotherapy for anxiety ().
In their review of the literature examining the evidence base for CBT for paediatric OCD,  ADDIN EN.CITE ) identified a total of sixteen studies, six of which were clinical trials  ADDIN EN.CITE (; ; ; ; ). Two of these RCTs  ADDIN EN.CITE (; ) were deemed to be of stringent methodological rigour based upon the classification guidance system () utilised by the review team.
In line with current NICE guidance,  ADDIN EN.CITE ) examined the efficacy of Cognitive Behavioural Family-based Therapy (CBFT) for childhood OCD with both individual and groups of families, compared to a wait list control group. Long-term effectiveness at 3- and 6-month follow up periods was also examined, with findings again reviewed at 18-months  ADDIN EN.CITE () and after a 7-year follow up period  ADDIN EN.CITE (). Both treatments demonstrated significant improvements in OCD symptom severity with 65% and 61% symptom reduction in individual and group based approaches respectively, compared to 5% in the control group. No significant differences were found between the treatment conditions.  Results were maintained at both 3- and 6-month follow up, and again at 18-months with 90% of participants retained. The long-term efficacy of CBFT was also highlighted with 87% of the sample diagnosis free at 7-year follow up. Whilst this set of results is promising and the study is strengthened by use of well validated and standardised measures of OCD such as the Children’s Yale-Brown Obsessive Compulsive Scale (), the authors acknowledge the potential lack of statistical power in the study associated with a relatively small sample size (n = 77) may limit generalisability of the findings. Additionally, the inclusion of the family-based component to treatment makes the exact nature of the mechanism of change difficult to pinpoint.
However, efficacy for individual CBT has demonstrated significant results, either as a standalone treatment, or in combination with an SSRI (POTS, 2004) with remission rates of 39% and 54% respectively. Although no significant differences were found between CBT or medication alone (21%), remission rates from the combined treatment condition was significantly higher. This study was strengthen by its use of a placebo condition (4% remission) to highlight the efficacy of medication alone, but it again laced statistical power relating to a small sample size, and no follow up data were included. The authors have also suggested that a significant interaction between treatment site and CBT indicate the influence of site-specific factors, potentially limiting the generalisability of the study’s findings.
Based on their findings, Barrett et al. (2008) have suggested that CBT for paediatric OCD does not meet criteria for a ‘well established’ treatment, but the studies available of high methodological rigour evaluate CBT as a ‘probably efficacious’ treatment (), highlighting the necessity for further research in the area. In a meta-analysis () of the available studies, CBT and medication were found to be the only effective treatments for alleviating symptoms of childhood OCD, with CBT demonstrating the greater pooled effect sizes of the two treatments, giving weight to previous findings (e.g. POTS, 2004) and implications for treatment programmes and guidance (March & Mulle, 1998; NICE, 2005). The apparent effectiveness of cognitive treatments for childhood OCD implicates the prominence and relevance of cognitive theoretical understandings of the disorder as treatment appears to alleviate symptoms. Whilst this is helpful in continuing to develop our understanding towards treating the disorder, it informs our understanding little more of the genesis and pathways of development to the disorder and the cognitive distortions or appraisals involved. Indeed, some children and adolescents with OCD do not respond to CBT or SSRIs, highlighting the need to revisit clinical formulations to consider alternative pathways to the disorder and identify wider related maintaining factors that may be hindering recovery in these treatment resistant cases ().
A recent evidence-base update to the review of Barrett et al. (2008) was recently conducted by ). This review identified a further 18 studies evaluating the efficacy of CBT for childhood OCD, nine of which were RCTs. Findings of the review appeared to converge with those of Barrett et al. (2008), supporting the use of individual  ADDIN EN.CITE (; ; ; ) or family-focused individual CBT  ADDIN EN.CITE (; ; ), as a standalone treatment or in conjunction with medication, as a ‘probably efficacious’ treatment for childhood OCD based upon an updated version of the Chambless and Hollon (1998) evidenced-based classification system (). Again, no treatments were evaluated as ‘well established’ (Freeman et al., 2013) and the authors concluded that the wide ranging effect sizes of .4 to 2.77, and repeated methodological flaws (such as sample sizes and the inclusion of comorbid diagnoses) highlight the need for further research in the area. Often there is no consensus on what constitutes CBT and some studies have included novel approaches or variants of CBT, potentially weakening their methodological rigour and impeding generalisability (Freeman et al., 2013).
Freeman and colleagues (2013) also reiterate that from a clinical standpoint, these studies do not further our understanding of the development or maintenance of the disorder, nor the role of targeting specific cognitive distortions, such as TAF, meta-cognitive beliefs, or inflated responsibility appraisals. The authors call to consider the active agents that may prevent treatment response could be suggested to highlight the importance of furthering our understanding of the development and maintenance of the disorder to develop preventative models.

1.6 The Role of Family Factors in Childhood OCD
As discussed above, OCD in young people may be accounted for, at least in part, by genetics. However, whether cognitive theories are related to these predetermined genetic or neurological accounts, or whether these may be related to learning experiences during key developmental phases (cognitive, physical, identity and/or self), throws light on the notorious nature versus nurture debate.
Both genetic and environmental factors are widely considered to be active in the development of anxiety disorders (). Given that parents and caregivers are the main source of learning experiences during child development it is perhaps unsurprising that family factors have been considered to play a prominent part in the transmission of anxiety (). This finding suggests that the information processing biases involved in this process are potentially learnt through family processes.
The exact role of family factors in the development and maintenance of childhood OCD is limited with little empirical evidence, although clinical evidence appears to suggest that family factors are related (Lenane et al., 1990). Whilst behavioural theories present one such account (see section 1.5.1), the integration of these behavioural theories with social learning theory (Bandura, 1977) may also present an explanation of the interaction between behavioural, cognitive, and environmental factors. The role and relevance of family, parents and parenting style, and other various environmental and contextual factors are therefore implicated in the potential development and maintenance of OCD.
Research has suggested the role of such factors to be implicated in the maintenance of the disorder, with reassurance, accommodation of symptoms, and parenting style and psychopathology receiving focus. Whilst the scope of this subject is too broad to address fully here, environmental and family factors that may be related specifically to childhood OCD will be considered, with particular reference to the role of parental factors and responsibility appraisals in paediatric OCD.
1.6.1 Family aggregation.
Evidence for the intergenerational transmission of anxiety through processing biases to threat have been observed (Creswell, Cooper, & Murray, 2010) and intergenerational studies have demonstrated anxiety disorders to run in families (), however, again a genetic-by-environmental interaction effect should be considered to play an active role in this process ().
) have proposed four pathways which may be implicated in the aggregation of anxiety in families. These pathways appear to combine some of the factors previously discussed. Pathways one and two take into account the transmission of anxiety symptoms or behaviours between parents and children, whereby parent behaviour may elicit anxiety symptoms in their children, or vice versa, with children exhibiting anxiety behaviours that lead to anxiogenic behaviour patterns in their caregiver. Pathway three refers to genetic vulnerabilities shared between family members, and pathway four hypothesises a reciprocal feedback loop of interacting factors made up of genetic factors, familial responses to anxiety, and other associated risk factors (as shall be discussed below). Given previous studies have demonstrated depression and other anxiety disorders occur at higher than expected rates amongst family members with OCD (), parental OCD, depression, and other anxiety disorders may be risk factors for childhood OCD.
Early studies found differing evidence to suggest that OCD may be passed on through family factors; Flament and Rapoport (1984) found that of 27 children with OCD, none of their parents exhibited clinical symptoms. In contrast, other studies have found a parental prevalence rate of 20% ().  ADDIN EN.CITE ) conducted what is possibly the most methodologically rigorous assessment of psychopathology in first degree relatives of children with OCD (N=46), concluding 17% of parents met criteria for a diagnosis. Evidence such as this contributes towards the scarce but growing body of evidence highlighting the nature of aggregation of OCD and other anxiety disorders in families.  ADDIN EN.CITE )  have suggested that OCD tends to run in families with age of onset being strongly associated to familiarity.
Whilst there appears to be a relative scarcity of research examining the relationship between OCD and family factors, there does appear to be building evidence to suggest that OCD aggregates amongst family members when it is present. Factors such as family environment, parenting style and accommodation of symptoms may be implicated, as discussed below.
1.6.2 Parenting style, family interactions & environment. 
It has become broadly accepted that behaviour within families is reciprocal in nature, and that behaviours within a family system are influenced by others. There appears to be a growing body of evidence to suggest that families where OCD is present can be distinguished by increased amounts of reciprocal negative behavioural interactions. Factors including the modeling of avoidance, caution, and fearfulness are also considered to predispose potentially vulnerable children to develop OC symptoms; higher than average rates of prevalence of these factors have been observed in immediate relatives of children with OCD ().
Overprotection, rejection, and lack of emotional warmth are suggested to be influential; these factors were all noted to be significantly higher in a group of parents of students with a high degree of obsessionality in comparison to a non-clinical control group  ADDIN EN.CITE (; ), suggesting that parenting styles and family factors may be relevant. This finding was replicated in part by  ADDIN EN.CITE ) who found that more controlling parenting styles were positively associated with OC symptoms in a sample of 130 students (17-23 years). Clinically, the quality of the family environment and style of parenting received by children have also been implicated as relevant. Overprotection and a lack of emotional warmth, support, and closeness have all been suggested to be associated with increased OCD symptoms in young people (; ).
 ADDIN EN.CITE ) observationally examined whether family interactions could distinguish and differentiate families of a child with OCD in comparison to other clinical and nonclinical children (n=87). Results indicated that families of children with OCD could be distinguished from others by a comparative lack of positive family interactions; parents were less confident in their children’s ability, less rewarding of independence, and less likely to use problem solving with their children. Additionally, children with OCD showed less confidence in their abilities to problem solve, attempted to problem solve less, and shared less emotional warmth in interactions with their parents (Barrett, Shortt & Healy, 2002). This finding again highlights the seemingly substantial role that family interaction, parenting style, and family environment has to play in the presence of the disorder, particularly as groups were highly distinguishable between parents of children with OCD and other anxiety disorders, suggesting putative pathways to be clearly differentiated.
Farrell, Barrett, and Schlup (2006) followed up their findings with a further observational study of interactions between family members of children with OCD (n=44) compared to a waitlist controls at pre- and post-treatment. Results indicated significant differences between treatment and waitlist conditions, in addition to pre- and post-treatment following CBT for OCD. The authors found significant reductions in the levels of observed criticism, over-involvement, and doubt of mothers in the treatment condition, with significant increases in post-treatment levels of warmth, confidence, positive problem solving, and rewarding of independence. Waitlist controls did not display any change in these factors over time. Again, family environment and interaction in families with a child with OCD appear to be characterised by distinctly less emotional warmth, positive interactions, and problem-solving abilities than families where the disorder is not present.
The family environment has also been suggested to play a significant role in the development and maintenance of the disorder, in particular, it is thought that high expressed emotion (EE) in families may exacerbate OC symptoms (). The modelling of perfectionism and excessive cleanliness are further factors which have received focus  ADDIN EN.CITE (; ; ; ).
In summary, it would appear that increased reciprocal negative interactions appear to have a significant role in families where childhood OCD features, and that family interaction and parenting styles may be associated with the development and/or maintenance of the disorder. However, research has been primarily observational or correlational and therefore the direction of the relationships between child and parent cannot be inferred nor a causal link established. Further limitations include the subjective use of self-report measures and associated biases. These methodological flaws highlight the need for more research in the area with a greater emphasis on using longitudinal designs to examine the reciprocal nature of putative family pathways to the disorder.
1.6.3 Accommodation of symptoms in families.
Children often display many of their OC rituals in the home environment, and therefore involvement of other family members is likely to occur  ADDIN EN.CITE (). This might include reassurance seeking from family members or involving other family members in OC behaviours. Family involvement has been suggested to have a critical role in maintaining children’s OC behaviours; parents and siblings often become involved in OC rituals and behaviours in an attempt to help their children or siblings experience less distress or help them speed up or spend less time engaging in ritualistic behaviours (Farrell & Barrett, 2006). ) found almost half of their sample of 95 caregivers to report accommodating the OC symptoms of a family member, whereas ) found 70% of parents in their sample to be involved in the accommodation of their children’s OCD behaviours, three-quarters of which accommodated their rituals.  ADDIN EN.CITE ) reported that 89% of families accommodate OC symptoms in some manner.
The influence of the family is therefore suggested to play a particularly critical role in the maintenance of OC symptoms in comparison to other anxiety or depression-related illnesses (Cooper, 1996). ) found that family involvement and accommodation of OCD symptoms was higher in family members of children with OCD compared to caregivers of adults with OCD. Accommodation of symptoms is suggested to occur directly by becoming involved in symptoms and ritualistic behaviour, or indirectly, by the family modifying or altering their typical behavioural patterns or routines to accommodate their child’s OCD symptoms and prevent distress (Farrell & Barrett, 2006). Although accommodation of symptoms by family members is intended to decrease the distress experienced by a young person with OCD, the relief experienced is only short-term and likely to increase demand for such accommodative behaviours in the future, actually serving to maintain the disorder and distress  ADDIN EN.CITE ().
Storch et al. (2007) more recently studied relationships between family accommodation and OCD symptom severity across 57 young people (7 to 17 years), finding that family accommodation of symptoms was high with families most commonly providing verbal reassurance and participating in rituals. A positive association was also found between family accommodation and symptom severity, supporting the hypothesis that accommodation and reassurance may actually contribute towards maintenance of distress. 




Despite a wealth of literature investigating the presence and role of IR in OCD in adults, it appears relatively little is known about how it develops across the lifespan, and specifically how it develops during childhood and adolescence. Cognitive models of OCD, whilst well researched in adults, have also been tested much more sparsely in young people which could have serious implications for treatment of paediatric OCD. In light of this, an evaluation of the evidence for associations and causal links between IR and OCD shall be presented below, including a summary relating to the development of normal, everyday, adaptive responsibilities. Following this hypothesised putative pathways to IR are presented with a literature search of the evidence base to date.
1.8 Inflated Responsibility and OCD
	The following section will begin by reviewing the literature to address questions regarding what is known about IR in childhood and adolescence, and potential developmental pathways and maintenance of the disorder. Summaries of the findings in children and adolescents are then presented weighing up evidence to suggest associations and causal evidence for a relationship between IR and OCD. Definitions and hypothesised pathways to the development of children’s normal, everyday, adaptive behaviours and responsibilities are then presented before a comparison between these and the pathways to IR proposed by Salkovskis et al. (1999). These proposed putative pathways to IR will then be examined in closer detail, with particular focus on pathways one and three which highlight the role of insufficient or excessive amounts of everyday adaptive responsibilities. Finally, evidence for these putative developmental pathways is discussed.
1.8.1 Literature review & search strategy.
A literature review was conducted to address questions about whether findings related to the presence and role of IR in adults, based upon cognitive theoretical understandings, is applicable to children. Specifically addressed are the questions of;
1.	What is known about IR in childhood and adolescence? and
1.	What is known about the development and maintenance of IR?
Separate searches were conducted of the following computerised databases via the NHS Evidence advanced database and journal search engine: psychINFO, MEDLINE, EMBASE, and CINAHL. All available years were searched and the searches were limited to English language papers only, of peer-reviewed journals, in human populations. In order to ensure all relevant articles were found when searching the databases, Boolean connectors and alternative search terms derived from use in existing literature were entered as follows (Search.1):
1.	OCD OR “obsessive compulsive disorder”
1.	Obsessive compulsive disorder (mapped to thesaurus)
1.	1 OR 2
1.	Child* OR adolescen* OR pediatric* OR paediatric* OR young pe* OR juvenile*
1.	Inflate* OR responsibilit*
1.	Responsibility OR social responsibility OR filial responsibility (mapped to thesaurus)
1.	Thought disturbance OR cognitive appraisal (mapped to thesaurus)
1.	5 OR 6 OR 7
1.	3 AND 4 AND 8
An additional search (Search.2) was also run to narrow the search results by including the terms detailed below.
1.	Development* OR path* OR lifespan OR form* OR genesis OR epidemiolog* Or aetiolog* OR etiolog*
1.	10 AND 9
An additional advanced search was completed with Google Scholar, and a further online search of the Journal of Behaviour Research and Therapy (1995-2013) was completed. Relevant papers were identified following abstract searches. Papers that referred specifically to the presence, development, maintenance, or contributing role of inflated responsibility in OCD during childhood and adolescent years were included. Inclusion criteria included experimental, longitudinal, and cross-sectional research designs in addition to case reports. Both clinical and non-clinical populations were included. Papers examining solely adult populations and secondary reviews were excluded. Papers examining OCD in children but not IR as part of their study were also excluded.
1.8.3.1 Search outcome.
Search.1 resulted in a total of 31 unique articles being found whilst Search.2 provided 15 papers, all of which were duplicates included in the results from Search.1. Results and abstracts from both searches were examined by hand and a total of 11 were selected based on the inclusion and exclusion criteria detailed above. Once additional papers meeting inclusion criteria from all searches were included and duplicates removed, a total of 12 papers were included for the review. A summary of the results is presented in appendix A.
1.8.3.2 Evidence for an association between IR and OCD.
 ADDIN EN.CITE ) conducted a correlational study to extend findings in nonclinical adult research to adolescents. Testing the cognitive models of ), ), and (), the authors examined relations among IR and MCBs (meta-cognitive beliefs) and OCD symptoms in a sample of 161 youths (ages 13 to 17 years) using a range of self-report measures. Whilst demonstrating suitability for the use of the RAS in adolescent nonclinical samples as it had previously only been validated in adult populations; this study demonstrated that responsibility beliefs are fairly well developed in adolescence. Similarly, it describes good psychometric properties for the use of the MCQ-A. Findings replicated those found in adult nonclinical samples () demonstrating a significant correlation between responsibility attitudes and OC symptoms, however, findings suggested greater support for the MCB model of OCD (). Although the study was able to demonstrate these findings, the research design is not able to demonstrate causality, and the ecological validity of the findings could be questioned despite its large sample size. Whilst the study demonstrates a clear presence of IR attitudes in the sample and its association with symptoms, it does not shed light on the nature of these attitudes nor their origins or developmental pathology.
) also attempted to extend the findings in adult research to children and adolescents by investigating the relationship between responsibility attitudes and OC symptoms in a nonclinical sample of school children (aged 10 to 14 years). The study adapted the Responsibility Attitudes Scale  ADDIN EN.CITE () for use with children by constructing the RAS-C (Responsibility Attitudes Scale for Children). Whilst it was shown that greater IR attitudes added significantly to the prediction of OC symptoms, this relationship was not as strong as found in adult populations (). Interestingly however, given the age range of this study, and the findings from  ADDIN EN.CITE ) who utilised a slightly older cohort, the authors suggest the possibility of IR having a more potent role in older adolescents, and suggest the development and presence of construct to be quite idiosyncratic to individuals.
) also acknowledge that IR is believed to interact with cognitive appraisals involving the probability of threat and seriousness of harm (), constructs which were not necessarily manipulated or measured by the study. The study also reports only a satisfactory coefficient alpha reliability for the RAS-C. In spite of the weaknesses discussed and the limited generalisability to clinical populations, this study does replicate findings from adult research and begins to suggest that IR may be an age-related factor in juvenile OCD, and that it may be a greater in some OC symptoms such as checking, warranting further research.
) sought to clarify the relevance of the three main cognitive theories of OCD and their applicability to childhood populations. Again, using a correlational design, 223 adolescents (13-16 years) completed self-report measures of IR, TAF, MCBs, and OC symptoms. IR and MCBs were found to be significant predictors of OC symptoms, and IR to mediate the effect of TAF, and partially mediate the effect of MCBs, in contrast to the findings of  ADDIN EN.CITE ). Again the nature of the design limits the generalisability of the findings, but it highlights the presence of IR and the mediating effect it has on presentations of OC symptoms.
) aimed to build on the mounting support for the role of IR in OCD by investigating related environmental and genetic factors.  In their correlational study, significant, moderate, positive associations were found between young people’s beliefs and those of their mothers with regard to IR and the likelihood of threat. The authors postulated that these results indicate a familial loading of IR and threat beliefs in clinical populations. This study appears to be the first to examine the correspondence of such responsibility beliefs and OC related beliefs between youths and their mothers. The study therefore goes some way towards beginning to consider the potential aetiology of IR and replicates findings in nonclinical samples () and adult samples with first degree relatives  ADDIN EN.CITE (). Theoretically, this study emphasises the potential importance of social learning through modeling () in the transmission of IR and OC related beliefs between mothers and their children. However, the design of the study does not account for other potential factors, and again the associative relationship does not indicate a causal link.
 ADDIN EN.CITE ) focused more specifically on examining pathways to IR in adolescents with OCD, highlighting the lack of research investigating the origins and development of IR. Based on the set of five pathways to IR proposed by ), Lawrence and Williams (2011) used a cross-sectional interview and questionnaire study to compare 16 adolescents (14-21 years) with OCD to nonclinical controls in relation to their experiences of the five hypothesised pathways to IR. Parents were also asked to report on their children’s experiences. The authors used the Origins Questionnaire for Adolescents (OQA), a novel measure, to assess for these experiences. The OQA has 54-items within a ten question semi-structured interview investigating experiences from each of the five pathways proposed by Salkovskis et al. (1999). The OQA was adapted from an adult counterpart, the Origins Questionnaire (Salkovskis, 2007, personal communication). The OQA retrospectively asks adolescents about their experiences of items related to the pathways and at what age they experienced them. Each subsection of the OQA refers to one of the five proposed pathways to IR.
They found the groups to differ significantly (p = .001) only in relation to pathways four and five (specific incidents with a negative outcome), with the clinical group scoring higher. There were no other significant between group differences relating to experiences of the remaining pathways hypothesised by Salkovskis et al. (1999). The authors concluded that IR in combination with specific life incidents may act as a vulnerability factor for the development of OCD. The study is strengthened by its use of a DSM-IV (APA, 2000) criteria diagnosis for individuals with OCD, rather than relying on self-report scales, however, the results should be interpreted with a degree of caution as they failed to reach significance. There were also weaknesses in the design of the study; primarily that participants were required to recall experiences retrospectively and therefore reports may have been subject to memory biases. Internal consistency of the OQA subscales were only partly satisfactory, with Cronbach’s alphas ranging from .377 to .880. Furthermore, although significant differences were observed for pathway four, no descriptive information regarding the type of specific life incidents were provided, nor was it possible for the authors to ascertain whether or not the participants were actually responsible or perceiving themselves as responsible for the negative outcome reported. In spite of this, the study highlights the need for further research in this area and the need for more subtle measures of experiences of responsibility over time.
1.8.3.3 Evidence for a causal role of IR in OCD
) investigated six adolescents (12-17 years) referred for treatment of paediatric OCD. These individuals were treated using a cognitive-behavioural approach; effects of treatment were measured using standardised measures designed to elicit beliefs about responsibility, in addition to OCD symptoms, depression and anxiety. ) found that OCD symptom levels changed in line with changes in responsibility appraisals. Williams et al. (2002) suggested that targeting cognitive distortions specific to OCD, namely IR, should lead to comparable, if not greater levels of OCD symptom reduction as found in studies targeting more general cognitions  ADDIN EN.CITE (; ).
	Despite the promising findings, the small sample size means these results should be viewed with caution and the authors highlight the need for further replication in larger samples. Additionally, it is suggested that comparison with this study and its predecessors is somewhat difficult due to the lack of previous research utilising the modified version of the Yale-Brown Obsessive Compulsive Scale (). Although IR scores decreased with symptom level, adolescents were unable to provide clear details of their cognitions to corroborate this finding and to rule out any other factors that may have accounted for their decrease in symptoms, such as normalisation, the therapeutic relationship, or behavioural factors. Due to the flaws in the design in this study, it is again somewhat difficult to hypothesise how generalisable the findings are, however, they do again indicate the presence of IR in association with OCD symptoms, and replicate previous findings based in nonclinical research studies.
 ADDIN EN.CITE ) appears to be the first study to make use of an experimental manipulation, via use of a behavioural avoidance task (BAT), to attempt to demonstrate the causal role between perceived IR and OCD symptoms in a clinical sample of 43 seven to 17 year olds with OCD. However, in contrast to previous studies, the findings demonstrate that IR did not lead to increased levels of OCD-related symptoms during childhood and adolescence. The authors also found a reluctance for young people to accept responsibility for harm in OCD-related threatening situations.  ADDIN EN.CITE ) concluded from these results, that whilst IR may be associated with OCD symptoms, it is not a critical feature in the maintenance of symptoms during childhood and adolescence. They also found no significant differences on BAT measures suggesting, again in contrast to previous findings, that developmental differences may not impact on IR and cognitive interpretations of threat.
 The study lacks strength is some areas of its design as diagnostic information was not collected directly from young people participating in the study, but their parents; collecting reports from both would have increased the validity of the findings. Additionally the methodology of the study entailed the use of manipulation checks that were previously utilised in adult samples, and so the reliability of using these in a sample of young people may be questioned. The manipulation of IR is also questioned as ratings could not be differentiated between low and intermediate conditions, suggesting that social desirability biases were in fact inflated rather than responsibility. Measurement of the BAT also differed in this study from its predecessors which may have confounded the findings. In spite of these weaknesses however, the study has a number of strengths including its combined use of previously successful implicit () and explicit () manipulations of responsibility, its use of standardised, reliable and valid assessment tools, and its administration of the BAT in the home environment of individuals to increase the ecological validity of the findings ().
) continued to investigate whether cognitive processes were evident in a clinical sample of 59 young people (7-13 years) with OCD to test the cognitive theories underpinning understanding of the disorder in adults. Appraisals of responsibility were again one of the processes examined. ) built upon their previous findings by including a clinical (anxiety disorder) and a nonclinical control group in this study. Children with OCD were found to have significantly higher ratings of the measured processes, including IR, in comparison to the nonclinical control group, and could be clearly differentiated from anxious children based on these measures. The study utilises standardised measures with good psychometric properties and replicates the idiographic cognitive assessment used in the authors’ previous study  ADDIN EN.CITE (). The study also builds upon previous findings by utilising both parent (ADIS-P) and child (CY-BOCS) measures of OCD symptomatology. In terms of IR, OCD children were found to report significantly higher ratings than the control groups. The findings of the study continue to add to the evidence base in support of a developmental account of the cognitive theory of OCD. Once again however, small sample size is highlighted as a limitation to the power of the study. The authors also acknowledge that in spite of the study’s strengths, questions relating to the development and maintenance of OCD symptoms and associated cognitive processes remain unanswered.
) extended their findings to systematically assess the developmental differences in the cognitive processing of threat in individuals with OCD across the life trajectory, via an idiographic assessment approach with the use of self-report measures across a sample of 34 children (6-11 years), 39 adolescents (12-17 years), and 38 adults (18-66 years). Results highlighted fewer intrusive, less distressing and less uncontrollable thoughts being experienced by younger children, compared to adolescents and adults. The study also demonstrated a number of OC associated processes, including IR, to be higher in adolescents and adults.  Other factors such as TAF were found to be comparable in levels across all age ranges.
These findings offer evidence contrary to previous findings  ADDIN EN.CITE () and suggest cognitive theories of OCD may require further consideration in terms of being more developmentally sensitive, needing to consider further age related maintenance factors. It appears from this study that whilst TAF may be more related to the development of OCD, IR appears to either intensify with age across adolescence, or develop as a result of other OC symptoms. Whilst the sample size of the study is still relatively small, and the findings should be interpreted with caution due to the potential for Type II errors, the increased statistical power of the study associated with its uncorrected alpha weight criterion adds weight to the findings. The study may have benefited further from utilising a control group.
 ADDIN EN.CITE ) compared cognitive appraisals in 11 to 18 year olds with OCD (N = 28) to those with a clinical anxiety disorder (N = 28) and nonclinical controls (N = 62), examining three of the main processes highlighted to be active by ), namely,  perfectionism, TAF, and IR. All three were found to be significantly higher in the OCD group, with IR independently predicting OCD symptom severity. The study’s limitations lies in the nature of it being a questionnaire study and the uptake potentially being unrepresentative of the general population, like its predecessors.
) successfully employed an experimental manipulation of IR and assessed associated OC symptoms, comparing them to groups of moderate and reduced levels of responsibility. Results demonstrated that those with a manipulated sense of IR displayed significantly more OC type symptoms, suggesting a causal link between IR and OC behaviours (time taken, hesitation, and checking), consistent with findings from experimental data in adult research (). The study used measures that have demonstrated good psychometric properties. 
Whilst the manipulation may have been successful it is not possible to say whether or not youths would behave similarly in other life contexts, and the manipulation check utilised in the study was idiosyncratic due to the lack of a formal measure. Additionally, uptake to the study was low and the participants may not be representative of the general population. However, whereas previous literature had utilised correlational designs, ) used an experimental design to demonstrate a preliminary causal role between IR and OC behaviours. Whilst the study was unable to demonstrate further evidence for the development and maintenance of IR, it did however replicate findings from adult research and suggest possible developmental shifts of IR warranting further investigation.
Lewin et al. (2010) recently evaluated the phenomenology and treatment sensitivity of the less studied clinical dimensions of paediatric OCD, including IR, in a clinical sample. Findings suggested that although IR was not linked to OCD severity, IR was associated with OC symptoms, and clinical improvement in OCD severity was found to relate to reductions in avoidance, doubting, and IR. The authors suggest focusing on these factors may therefore yield promising results in treatment interventions for paediatric OCD, however, no further suggestions are made for the development or maintenance of the disorder. Results should be interpreted with a degree of caution as the understudied dimensions were assessed using only single self-report items, the reliance of which decreases the study’s statistical power.
1.8.3.4 Quantity and quality of research. 
Given the weight of evidence behind cognitive theories of OCD and their clinical application in adult treatments, it is perhaps surprising that relatively little research has been conducted with child clinical populations. Surprisingly little research is also focused on the development, maintenance and role of IR given Salkovskis’ (1985) proposed model. While the quality of the research evaluated in this review has seemed reasonable, common methodological flaws continue to limit our understanding of paediatric OCD and the role of IR within this. There are differences in age ranges examined, with small sample sizes impeding the statistical power of results. All of the studies reviewed make use of self-report questionnaires and interviews which may be subject to bias, but over time more reliable and valid measures have been introduced. Many of the studies have used correlational and cross-sectional designs highlighting significant associations and adding weight to the evidence base, but there are few experimental designs, and no longitudinal research to infer causality. A handful of clinical samples have used studies using control groups against which to make comparisons, and these have offered promising results in highlighting the distinct nature of the cognitive processes involved in OCD, and the role of IR within this.
1.8.4 The concept of adaptive responsibility and the proposed origins of Inflated Responsibility
1.8.4.1 The concept and development of adaptive responsibility.
It is highly relevant that obsessions, compulsions, and OC symptoms have been frequently and consistently observed in non-clinical samples (see section 1.8.3.2 below), fitting with the notion of the disorder lying on a spectrum or continuum which ranges from developmentally typical magical thinking, intrusive obsessional thoughts or images, adaptive behaviours and responsibility appraisals, and compulsive behaviours, building to more symptoms of a clinical range and severity (Clark & Rhyno, 2005; Gibbs, 1996). Given the role that cognitive appraisals of IR are implicated to have in the presentation of OCD, it is thus relevant to consider the normal or typical development of children’s sense of responsibility.
Transition through childhood is a period normally marked by increasing independence in activities of daily living, adaptive functioning, autonomy, and responsibility (). Acquiring the skills and abilities to learn and engage in such tasks is typical as children progress through their normal developmental milestones. The acquisition of age appropriate adaptive behaviours appear to develop in line with typical physical, cognitive, and emotional development, explained through traditional theories of child development () and psychosocial development (). Adaptive behaviours may also be modelled, reinforced, or influenced by other external factors such as parental support and encouragement and through scaffolding (Vygotsky, 1978) and social learning theory (Bandura, 1977).
Historically it has been difficult to define the exact nature and mechanisms of development leading to children’s sense of responsibility (), however, the development of adaptive behaviours is argued to foster a sense of responsibility in children, facilitating their autonomy, self-efficacy, and independent functioning (). It has been suggested that acquiring age appropriate adaptive behaviours, autonomy, and responsibilities occurs incrementally across the typical developmental trajectory (Bulcroft, Carmody, & Bulcroft, 1996), and has a positive impact on young people’s self-efficacy, independence, and developing sense of autonomy (; ).
There has also been evidence to suggest that an associative relationship between adaptive behaviours and anxiety disorders exists, and that less mastery of adaptive behaviours is significantly associated with anxiety (Drahota et al., 2013). This effect was found to be moderated by age in anxious children, with older children more negatively impacted, fitting with developmental theories of cognitive ability and the developmental trajectory of independence. However, the association is correlational and does not indicate causality, nor the direction of the relationship. Drahota et al. (2013) also did not account for the potential role of responsibility appraisals within this, which are hypothesised to develop concurrently with adaptive behaviours.
Where children’s acquisition of adaptive behaviours and developing sense of responsibility, autonomy, and independence are hindered or marked, the triggering of anxiety symptoms has been observed (Wood et al., 2007). This has also been demonstrated in cases where parents or caregivers may take over tasks for children or become overly helpful on their behalf (Schiffrin et al., 2013; Wood et al., 2007). () have similarly hypothesised that delays in psychosocial development may also contribute towards the development of OCD.
Given the clinical overlap and comorbidities between OCD and other anxiety disorders, this is suggested to be of relevance. In light of the gathering evidence to support the role of IR in cognitive models of OCD, the relationship between everyday adaptive responsibility appraisals and IR appraisals during child development warrants further analysis, as they may be implicated in the presence of OC and other anxiety symptoms.
It is therefore suggested that everyday adaptive responsibility is thus developed across the developmental trajectory as children master skills of adaptive behaviour and begin to take responsibility for these actions. This conceptualisation draws upon developmental theories of cognitive (Vygotsky, 1978) and psychosocial (Erikson, 1968) development. The concept of adaptive responsibilities (running alongside adaptive behaviours across the developmental trajectory) has been used in previous research studying the origins of IR and its links to OC symptoms (e.g. Lawrence & Williams, 2011; Coles & Schofield, 2008).
1.8.4.2 Hypothesised pathways to inflated responsibility.
As previously stated, Salkovskis et al. (1999) have proposed a speculative account of five pathways to IR, based on an individual’s idiosyncratic experiences accumulated through clinical experience and observation. These pathways are listed below with a brief description of each:
1.	An early developed and broad sense of responsibility that is deliberately or implicitly encouraged or promoted through childhood.
2.	Rigid and extreme codes of conduct and duty.
3.	Childhood experiences where sensitivity to ideas of responsibility develops as a result of never having confronted it.
4.	 An incident in which one’s actions or inaction actually contributed in a significant way to a serious misfortune which affects onself or others.
5.	An incident in which it appeared that one’s thoughts and/or actions or inaction contributed to a serious misfortune.
Pathway one relates to children whom may have unusually early experiences of assuming responsibilities for themselves or others, leading to a belief of responsibility for negative consequences for which they actually have little to no control over. This is suggested to be marked by a high degree of conscientiousness and an acute sense of social obligation, and accompanied by feelings of guilt and failure for when these responsibilities are not met. The types of responsibility associated with pathway one may include household related chores and skills related to activities of daily living usually completed by parents. Salkovskis et al. (1999) suggest that parent behaviour and communication may also play a role in the development of pathway one.
The types of experiences detailed in pathway one appear to have some relation to the types of adaptive behaviours and responsibilities considered to be helpful and functional in normal development (Erikson, 1968), although Salkovskis et al (1999) appear to suggest that having excessive amounts of these experiences, particularly at an early (or too early) stage of development may contribute towards the development of IR.
Pathway two refers to strict and rigid codes of conduct which encompass a set of authoritarian standards by which to think or behave, and may strongly relate to family or religious views. It is suggested that potential deviation from these views through behaviours or thoughts may be accompanied by a sense of anxiety, which is consequently attempted to be extinguished through compulsive behaviours. The similarities of this to the concept of moral TAF are acknowledged by the authors.
The third hypothesised pathway relates to experiences of being shielded or protected from responsibility during development, either because anxiety is prominent within the family, and/or because the child is implicitly or explicitly conveyed the message that they are incapable of managing it. In such cases it is suggested by the authors that responsibility is withheld from the child, and again, other family factors may be associated to the development of this particular pathway. The authors appear to implicate that excessive parental or familial anxiety communicates a sense of impending threat or danger to the child that they are unable to manage.
Children with such experiences may therefore grow up with a developing belief that danger surrounds them which they are unable to cope with, yet may not necessarily have to engage with as their parent may shield them from it. This would appear to lead a child to have a lack of experiences of developing normal everyday adaptive behaviours and responsibilities, and hinder their developing sense of independence and autonomy. This would be supported by the notion of the Zone of Proximal Development (Vygotsky, 1978) in which parents would typically scaffold and support a child to problem solve and reach their level of potential in relation to their developmental stage.
Pathway three appears to resemble pathway one in highlighting the importance of developing age appropriate and normal adaptive behaviours and responsibilities. It appears that these pathways refer to the impact of having experiences of either excessive or insufficient amounts of these everyday responsibilities during child development. They also appear to highlight the role of the family in these experiences and how such experiences and attitudes may be modelled by parents through social learning theory.
Pathway four refers to the development of a heightened sense of responsibility following a critical incident or near miss in which their actions (or lack of) have in some way contributed towards a negative outcome. Pathway five is similar in nature to pathway four, but involves a misinterpretation in which one infers a causal link between one’s behaviours and negative events or outcomes. Salkovskis et al. (1999) recognise that this final pathway to IR may be more active for individuals for whom  appraisals of TAF are more prominent.
The five pathways proposed are based upon Salkovskis’s (1985) cognitive model of IR, however, the examples provided by Salkovskis et al. (1999) to illustrate the five pathways are taken from clinical case examples, and as the authors state, “the plural of case studies is not empirical data” (p.1060), thus highlighting that these conceptual hypotheses remain untested.
1.8.4.3 Evidence for putative pathways to inflated responsibility.
	From the articles reviewed there seems little doubt that IR is a cognitive process associated specifically with OCD in young people, as it is in adults. The research also indicates that it is directly linked with symptom severity; only one paper found opposing evidence (Barrett & Healy-Farrell, 2003) to suggest this association is not present. The findings of this review also support evidence for the need for a developmentally sensitive cognitive model of OCD in children and adolescents.
Theoretically, it appears from the research reviewed, that a downward extension of cognitive models of OCD for adults are relevant to children and adolescents. The clinical implications of this are that it would seem appropriate to utilise cognitive behavioural approaches in the treatment of paediatric OCD. Whilst there is evidence supporting the suitability of adopting such treatment approaches (e.g. March & Mulle, 1998), successfully accessing cognitions in children and adolescents via self-report measures and interviews remains open to potential bias, especially if data are collected retrospectively (e.g. Lawrence & Williams, 2011).
	The research reviewed has consistently replicated findings demonstrating the presence of IR in young people in both clinical and nonclinical populations, and its associations to OC symptomatology and severity. However, very little of this research has been able to further our understanding of the nature of IR, its origins and developmental pathology. There is evidence to suggest that IR is less defined in younger children, and develops from late childhood and adolescence, through to adulthood (Farrell & Barrett, 2006), but there is however a lack of evidence to suggest how IR attitudes are maintained through this period and into adulthood. Whilst cognitive appraisals of IR are consistently measured (Libby et al., 2004), how these cognitions are experienced has also been less examined. In spite of the potential multiple pathways to IR suggested by Salkovskis et al. (1999), there seems to be a lack of experimental research to test these hypothesised pathways, perhaps because of the difficulties entailed in their measurement and idiosyncratic nature.
) developed the Pathways to Inflated Responsibility Beliefs Scale (PIRBS), a novel self-report measure designed to assess the Salkovskis et al. (1999) pathways over the four subscales of ‘Heightened Responsibility’, ‘Rigid Rules’, ‘Overprotection’, and ‘Actions Influenced/Misfortune’. In spite of promising initial findings suggesting good psychometric properties, methodological flaws in the study’s design and its use of adult participants’ retrospective recall for items introduces questions over the reliability of their responses and introduces potential bias. Although associations between childhood pathways and OC symptoms were demonstrated, the PIRBS measure of ‘normal childhood responsibility’, as referred to by Salkovskis and colleagues (1999) pathways one and three, were only measured via one single item regarding the number of chores the child may have been responsible for, and so the construct in question is likely to have been insufficiently assessed. This paper was omitted from the literature review search results as the sample had a mean age of 18.4 years, but has been appraised here due to the relevance of the constructs under investigation.
Bowers (unpublished thesis, 2009) thesis examined the pathways (Salkovskis et al., 1999) referring to ‘normal childhood responsibility’ (pathways one and three) in more detail, defining the construct as adaptive responsibility; this terminology construing responsibility in its broadest sense, as everyday tasks and (non-inflated) responsibilities, in line with normal child development. Whilst conceptually similar to other developmental constructs such as independence and autonomy, adaptive responsibility refers to responsibility for behaviours for age appropriate behaviours with less need for dependence on parents, that are productive and in line with normal development (Bowers, 2009).
The pathways were tested in a non-clinical population (N = 67) of 11 to 16 year olds by identifying young persons with high or low levels of adaptive responsibility through the development of the Adaptive Responsibility Questionnaire (ARQ; Bowers, 2009). This 81-item self-report questionnaire was found to be a valid and reliable measure following an initial pilot. Young person’s scores on the ARQ were then compared to their self-reported levels of inflated responsibility (measured by the RAS-C) and OC symptomatology. Young person’s levels of adaptive responsibility were also examined in relation to parents’ reported levels of inflated responsibility and OC symptomatology, and parent-ratings of their children’s levels of adaptive responsibility.
Correlational analyses revealed no significant associations between high or low levels of adaptive responsibility and inflated responsibility or OC symptoms. Child and parent’s levels of adaptive responsibility were strongly correlated, and inflated responsibility was correlated with OC symptoms in both adults and children, replicating previous findings. There was not a significant relationship between parent’s inflated responsibility and child inflated responsibility or OC symptoms, and only a weak correlation between parent’s and children’s inflated responsibility levels. Further between group analyses revealed no significant differences between high and low OCD symptom groups, high and low adaptive responsibility groups, or high and low inflated responsibility groups, with the exception of a small but significant difference in child-rated adaptive responsibility between those who scored high and low on an OC symptom interference scale (Bowers, 2009).
Recommendations to replicate the study and address methodological flaws were suggested to include using an additional measure of childhood OC symptoms that could be directly comparable to the parent measure, to use an alternate child measure of inflated responsibility, and to increase the sample size of the study as only a total of 67 dyads were recruited into the study causing it to be underpowered (Bowers, 2009).
 ADDIN EN.CITE ) also focused on examining pathways to inflated responsibility in adolescents with OCD by designing an alternative novel measure; the Origins Questionnaire for Adolescents (OQA) to compare the experiences of 16 adolescents with OCD to nonclinical controls. They found IR in combination with specific life incidents resulting in negative outcome may act as a vulnerability factor for the development of OCD. The results should be interpreted with caution as they failed to reach significance and there were weaknesses in the design of the study; primarily that participants were also required to recall experiences retrospectively and therefore reports may have been subject to memory biases. In spite of this, the study highlights the need for further research in this area and the need for more subtle measures of experiences of responsibility over time.
1.9 Chapter Summary
Current research has consistently replicated findings demonstrating the presence of IR in youths of clinical and nonclinical populations, and its associations to OC symptomatology and severity. However, very little of this research has been able to further our understanding of the nature of IR, its origins and developmental pathology. There is evidence to suggest that IR is less defined in younger children, and develops from late childhood and adolescence, through to adulthood (), but there is however a lack of evidence to suggest how IR attitudes are maintained through this period and into adulthood. Whilst cognitive appraisals of IR are consistently measured  ADDIN EN.CITE (), how these cognitions are experienced has received less attention. In spite of the potential multiple pathways to IR suggested by Salkovskis et al. (1999), there seems to be a lack of experimental research to test these hypothesised pathways, perhaps because of the difficulties entailed in their measurement and idiosyncratic nature.
Despite a wealth of literature investigating the presence and role of IR in OCD in adults, it appears relatively little is known about how it develops across the lifespan, and specifically how it develops during childhood and adolescence. Cognitive models of OCD, whilst well researched in adults, have also been tested much less frequently in young people.
In summary, this review outlines 12 studies investigating IR and OCD in children, two of which examine pathways to the development of IR. There are range of methodological approaches and qualities within the studies that contribute to what appears to be an understudied dimension of OCD in young people. It appears that whilst cognitive models of OCD seem applicable to young persons, and there is a reliably replicated association between IR and OC symptoms and severity, very little is known of how this process arises and what experiences or factors contribute to the development of such appraisals.
	OCD has also been demonstrated to be a highly familial disorder which aggregates amongst family members and impacts upon the quality of family life and the family environment (see section 1.6). Whilst questions remain regarding the development of the disorder, the correlational nature of much of the previous research into family factors also means that the direction of transmission between parents and children is also largely unaccounted for. Whilst examining childhood symptoms of OCD, and features of child inflated and adaptive responsibility, it would therefore seem pertinent to also examine parental relationships between OCD and responsibility to replicate previous findings, and consider future findings in comparison to the historical evidence base concerning family factors of the disorder and the potential direction and nature of transmission.
It is suggested that further research in this area is warranted to extend these findings, and consider what leads young people to develop such inflated cognitive appraisals of responsibility, how these factors are maintained, and what other cognitive processes they may interact with in the maintenance of the disorder. Understanding how this occurs and develops across the life trajectory seems suited to more longitudinal designs in future research and it may be suggested that understanding how young people’s IR develops may be understood further using qualitative research designs. By extending our understanding of the development of IR appraisals and their development amongst young people, the more informed treatments and preventative approaches to the disorder may become. This study therefore aims to further investigate some of the potential developmental pathways and origins of IR in young people.
1.10 Research Aims, Questions, & Hypotheses
1.10.1 Research aim.
	The aim of the proposed research is to test the Salkovskis (1999) hypotheses of the origins of inflated responsibility. Two of the proposed five hypothesised pathways will be examined in young people having either excessive or insufficient amounts of ‘normal’ or ‘adaptive’ responsibility. The study aims to test these pathways by examining the relationships between young people’s levels of ‘normal’ or ‘adaptive’ responsibility, and their self-reported levels of inflated responsibility and Obsessive Compulsive (OC) symptomatology. Young persons’ levels of adaptive responsibility will also be examined in relation to their parents’ reported levels of inflated responsibility and OC symptomatology.
Given the highly familial nature of OCD (see section 1.6) it is suggested that examination of the relationships between parental and child factors are of relevance. Additionally, it is suggested that the relationships between parental OCD and parental responsibility are also worthy of investigation due to the hypothesised pathways of transmission suggested by Wood et al. (2003). Consideration of parental factors and relationships between OCD and responsibility will therefore also be considered as it could be suggested that a presence of these factors in children but not their parents (or vice versa) may offer further insight into the direction of this relationship, and the nature of this highly familial disorder.
The study follows on from Bowers (2009) making methodological alterations and improvements to the study design.
1.10.2 Hypothesis testing & research questions.
1.10.2.1 Research questions: Between groups analyses.
Between group analyses will allow exploration of differences between young people’s high and low adaptive responsibility groups, and high and low OCD groups.
Research Question 1: “Do young people with high levels of adaptive responsibility report more OCD symptoms than those with mid-range levels of adaptive responsibility?”
Research Question 2: “Do young people with low levels of adaptive responsibility report more OCD symptoms than those with mid-range levels of adaptive responsibility?”
Research Question 3: “Do young people with high levels of adaptive responsibility report more interference from OCD symptoms than those with mid-range levels of adaptive responsibility?”
Research Question 4: “Do young people with low levels of adaptive responsibility report more interference from OCD symptoms than those with mid-range levels of adaptive responsibility?”
Research Question 5: “Will there be a significant difference in young people’s mean adaptive responsibility scores for those scoring high on OCD symptoms and those scoring low on OCD symptoms?”
Research Question 6: “Will there be a significant difference in young people’s mean adaptive responsibility scores for those scoring high on the OCD interference scale and those scoring low on the OCD interference scale?”
Research Question 7: “Will there be a significant difference in young people’s mean adaptive responsibility scores for those scoring high on inflated responsibility and those scoring low on inflated responsibility?”
1.10.2.2 Correlation analyses.
The main hypotheses of interest are as follows:
Hypothesis 1: “Young people’s OC symptoms will be positively associated with Parents’ OC symptoms”.
Hypothesis 2: “Young people’s OC symptoms will be positively associated with young people’s inflated responsibility levels”.
Hypothesis 3: “Young people’s inflated responsibility will be positively associated with parent’s OC symptoms”.
Hypothesis 4: “Parents’ OC symptoms will be positively associated with parents’ inflated responsibility levels”.




















This section will outline the design, participants, sample size, recruitment, methods, procedure, and ethical considerations of the study.
2.1 Design
Following on from Bowers (2009), a cross-sectional correlational design using self-report questionnaires for survey methodology in a non-clinical population was used. Young people (aged 11-16 years) and one of their parents were recruited, primarily from schools across East Anglia. A small number of participants were recruited by alternative strategies as shall be described below. A range of potential recruitment procedures and strategies were offered to recruitment sites, further details are provided in section 2.3.




A non-clinical sample of 11-16 year old children together with one of their parents were recruited for the study in the original Bowers (2009) study.  A total of 67 parent-child dyads were used in the data analysis of the original study. One of the aims of the current study was to increase the sample size, based on the power calculation described below.
2.1.2 Power calculation.
No further studies examining these variables with a comparative sample size were found since the study by Bowers (2009). Lawrence and Williams (2010) also examined similar constructs, but a sample size of only 16 was used.
Based on the findings of Bowers (2009), a power calculation was completed using G*Power 3.1.3 () to estimate the sample size required for this study. Due to the lack of  research that has  focussed specifically on the relationship between OC symptoms, inflated and adaptive responsibility amongst children and their parents, a conservative effect size based on the lower range of correlations found by Coles and Schofield (2008), of 0.28 was used in the power analysis replicating that of Bowers (2009).
The calculation was completed based on an effect size of 0.28, two tailed test of significance at the 0.05 level, and 80% power. The calculation revealed that a total of 95 parent-child dyads were required to achieve power.


2.1.3 Inclusion and exclusion criteria.
Any young person between the age of 11-16 years and one of their parents, guardians, or main caregivers who agreed to take part in the study were eligible to take part. Assent from children and informed consent from parents of children under the age of 16 was required to enter the study (for further information see section 2.5; Ethical issues).
Families not fluent in English or those with either a parent or child who had learning difficulties that would impair their ability to understand or complete the questionnaires were excluded from the study. 
2.2 Measures
The measures used in the current study follow on from Bowers (2009), with changes and additions based upon the original study’s limitations. In the original study different measures of OCD for children and adults were used which were not necessarily comparable. Accordingly the current study included an additional measure of paediatric OCD that could be directly compared to the parent measure. Similarly, in the original study the childhood measure of inflated responsibility may not have been suitable for use with young people, since it was designed for use in an adult population. In light of this, an alternative measure of inflated responsibility for use with children and adolescents was selected for the current study.
The measures were presented to participants in the form of questionnaire booklets which took a total of approximately 15 to 20 minutes to complete. Different versions of the booklets were made so that the presentational order of the questionnaires was balanced. As there were parent and child booklets, there were therefore eight versions of the questionnaire booklets in total. These included Young Person Versions 1, 2, and 3 and Parent Versions 1, 2, and 3. Parents and young people were randomly assigned to versions of the booklets. Versions 1 presented the adaptive responsibility questionnaire followed by the measures of OCD and inflated responsibility, versions 2 presented the OCD and inflated responsibility measures before the adaptive responsibility questionnaire, and versions 3 presented the adaptive responsibility questionnaire followed by the inflated responsibility and OCD measures respectively. Control of order effects was cited as a strength of the original study which used two versions of each form, and so this counterbalancing was done to retain methodological rigour. As an additional measure of childhood OCD was added, although this was a short questionnaire, an alternative counterbalancing strategy was used to decrease any further potential order effects by introducing the third version of each booklet. Appendix B contains the young person and parent questionnaire booklets.
A description of all the measures used in the current study, together with the rationale for their use is presented below.
2.2.1 Demographic Information.
Both young people and parents were asked to provide information on their age and gender. Parents were also asked to indicate their ethnicity, occupation, the number of person’s living in their (responding) child’s household, and the number and age of any siblings. This information was gathered to provide further information on and characterise the sample. The measures completed by the young people in the study are presented next.
2.2.2 Young person measures.
2.2.2.1 Adaptive Responsibility Questionnaire-Young Person Version (ARQ-YP; Bowers, 2009).
The ARQ-YP is a novel measure designed by Bowers (2009) to assess the levels of normal, everyday, or ‘adaptive’ responsibilities held by a young person, in line with normal development. In the absence of a culturally relevant equivalent, the measure was devised to assess the construct of adaptive responsibility in young people and adolescents between 11 and 16 years in the UK.
The ARQ-YP was devised to examine levels of children and adolescents everyday responsibility in its broadest sense, relating to responsibilities in line with normal child development and not related to OCD or inflated responsibility. The measure was developed by Bowers (2009) by reviewing relevant items and themes on the RISA (Responsibility and Independence Scale for Adolescents; Salvia, Neisworth, & Schmidt, 1990) and Vineland-II Adaptive Behaviour Scales (Sparrow, Cicchetti, & Balla, 2005), across internet chat rooms (Netmums.com, 2008), and by group discussions with adolescents, parents, teachers, and health professionals.
A pool of items was compiled and 82 non-overlapping items were grouped thematically under eight sub-scales. The questionnaire was piloted on a group of 12 parent-child dyads and feedback was provided. Additional tick-boxes were included, and a double-negative instruction was changed following feedback. An item regarding payment of bills was removed as it was considered to be less relevant to the age range, resulting in the final measure.
The ARQ-YP (see appendix C) consists of 81 self-report items measuring a young person’s adaptive responsibility. It assesses eight domains of adaptive responsibility; planning, independence, choice, house and personal belongings, self-care and health, social responsibility, earning and managing money, and responsibility for others. Answers are provided to questions based on dichotomous yes/no responses (e.g. I choose what to wear; yes/no). Some items request participants to add additional qualitative information. The measure takes approximately 15 minutes to complete.
Summing of scores (Yes =1, No = 0) for each subscale provides a subscale score, with the total of these providing the overall ARQ-YP scale score. Items 12, 17, 31, 47-60, 70, and 71 are reverse scored. The additional qualitative information provided are not included in the scoring procedure. Although a novel measure, the ARQ-YP has demonstrated adequately high internal consistency (α = .78) for the total scale score (Bowers, 2009). A Cronbach’s alpha of ≥.70 is considered acceptable (), although scores of >.8 are preferable (). Test-retest reliability coefficients were not reported but the ARQ was trialled by six dyads and repeated again at four weeks after baseline. ) recommended a test-retest interval of 2-8 weeks. Although the test-retest reliability coefficients were not reported, total mean scores for both young people and adults appeared to differ only marginally over time, details of which can be found in appendix D.


2.2.2.2 Leyton Obsessional Inventory-Child Version, survey form (LOI-CV; Berg, Whitaker, Davies, Flament, & Rapoport, 1988).
The LOI-CV Survey Form (see appendix E) is a 20 item self-report measure of OC symptoms, which is spread across four subscales; general obsessive, dirt and contamination, superstition, and school related symptoms. It is suitable for use with children and adolescents (March & Mulle, 1998) between 11 and 16 years. It asks for dichotomous yes/no responses to questions such as ‘Do you have to check things several times?-yes/no’. If respondents indicate a positive response, they are asked to indicate the level of ‘interference’ this causes on a four-point Likert scale, ranging from 0-‘This habit does not stop me from doing other things’, to 3-‘This stops me from doing a lot of things and wastes a lot of my time’.
The measure was developed from the card-sorting task of the original LOI-CV (Leyton Obsessional Inventory-Child Version; Berg et al., 1986), itself based upon the original 69-item adult LOI (Leyton Obsessional Inventory; Cooper, 1970) card sort. The measure uses 20 of the original 44 LOI-CV items, selected as they distinguished respondents in a clinical group from normal controls, or were representative of common obsessional symptoms (Berg et al., 1998). The LOI-CV Survey Form was validated within an epistemological study of 5,596 students (Berg et al., 1986; Flament et al., 1988).Good internal consistency for the full scale score (α = .81) has been reported (Berg et al., 1998), with a sensitivity rate of 75% and specificity of 84% (Flament et al., 1988). The measure offers adequate concurrent validity, and test-retest reliability coefficients are suggested to be good for the age ranges included in the current study ( r = .75 - .83). The LOI-CV also correlates highly (r = .62) with clinician judgement of OC severity (Scahill et al., 1997). No guidance on how long the measure takes to complete has been provided, although given the reduced number of items in the measure, it is suggested that completion time is brief.
Although not a diagnostic tool, the LOI-CV has been widely used in research and clinical settings (), and it offers an ‘interference’ of OC symptoms score which is of relevance to this study and the concept of adaptive responsibility. For this reason it has been retained and included in the current study. ‘Interference’ scores greater than or equal to 25 have been used in previous studies (e.g. Flament et al., 1998) and recently cited (Merlo, Storch, Adkins, Murphy, & Geffken, 2007) to indicate obsessive-compulsive psychopathology of potential clinical significance.
Consideration was given as to whether the briefer 11-item Short Leyton Obsessional Inventory for Children and Adolescents  ADDIN EN.CITE () could be used in place of the LOI-CV. Although this may have been an advantageous due to its shorter nature (which may have had the potential to reduce the effect of participant fatigue), the psychometric properties have been argued to be inferior and it is has been found to demonstrate poorer internal consistency (α = .65) and treatment sensitivity (d = 0.09) in comparison to the LOI-CV (Storch et al., 2011).
2.2.2.3 The Obsessive Compulsive Inventory-Child Version; OCI-CV (Foa, Coles, Huppert, Pasupuleti, Franklin, & March, 2010).
The OCI-CV (see appendix F) is a 21 item self-report measure of OC symptoms, which is measured across six subscales. The measure has been designed for use in 7-17 year olds and is directly comparable to the adult counterpart version (see below) also used in this study. The measure has been included in the study as it not only provides a measure of OC symptoms, but can be used for direct comparison between child and parent dyad scores.
Findings have suggested good psychometric properties for internal consistency (α = .85) and test-retest reliability (r = .77). The OCI-CV is suggested to have superior psychometric properties to similar measures of child OC symptoms and was validated using a larger sample size in comparison to measures such as the Ch-OCI (Child-Obsessive Compulsive Inventory; Shafran, Frampton, Heyman, Reynolds, Teachman, & Rachman, 2003). The OCI-CV has also been selected over the Ch-OCI as the latter is a longer questionnaire (of 42 items). A more recent study replicated the original study’s findings, suggesting that the OCI-CV has adequate psychometric properties (Jones et al., 2013).
2.2.2.4 Child-Responsibility Attitudes Scale (C-RAS; Salkovskis & Williams, 2004/Waite & Williams, 2009).
Based upon Responsibility Attitudes Scale (RAS) of Salkovskis et al (2000), the C-RAS (see appendix G) is an adapted version of the scale for use with young people and, also suitable for both clinical and non-clinical populations. It is a 20 item self-report measure utilising a seven-point Likert response scale ranging from ‘Totally Agree’ to ‘Totally Disagree’. The RAS has good internal consistency (α = .92) and test-retest reliability (r = .94) and is the only measure of inflated responsibility shown to be suitable for use with non-clinical populations (Salkovskis, 2000). Psychometric information for the C-RAS is sparse, although Griffen (2000) reports promising psychometric properties with high internal consistency (α = .85) when piloted in a non-clinical sample of 210 (13-18 year old) adolescents. Psychometric properties for the RAS can be found below. The measures used on the adult participants in this study will be described next.
2.2.3 Parent measures.
2.2.3.1 Adaptive Responsibility Questionnaire-Parent Version (ARQ-P; Bowers, 2009).
The ARQ-P (see appendix C) is a measure of a parent’s perception of their child’s levels of adaptive responsibility. It is adjusted in language to apply to parent’s views of their child rather than themselves, but is otherwise identical to the ARQ-YP and developed in the same manner as the ARQ-YP. It also uses dichotomous yes/no responses to questions such as ‘My child chooses what to wear?-yes/no’ The ARQ-P follows the same questions as the young person counterpart across the same eight subsections, and has demonstrated acceptable internal consistency (α = .78; Bowers, 2009). The measure also takes approximately 10-15 minutes to complete.
2.2.3.2 Obsessive Compulsive Inventory-Revised (OCI-R; Foa et al., 2002).
This 18 item self-report questionnaire (see appendix H) of OC symptoms is spread over six subscales; washing, checking/doubting, obsessing, mental neutralising, ordering, and hoarding. Responses are rated on a 5-point Likert scale ranging from 0 (not at all) to 4 (Extremely) according to what degree of distress they have experienced over the past month. It has demonstrated high internal consistency (α = .81 to .93) and moderate to excellent convergent validity (r = .57 to .87) with other measures of OCD (Foa et al., 2002). Scores over 21 have been used to indicate OC symptoms that may be of a potentially clinical range ().
2.2.2.3 Responsibility Attitudes Scale (RAS; Salkvoskis et al., 2000).
The RAS (see appendix I) is a 26-item questionnaire measuring assumptions and general beliefs relating to inflated responsibility in adults. It asks respondents to select an answer on questions such as ‘I often feel responsible for things which go wrong’ on a Likert scale ranging from ‘Totally Agree’ to ‘Totally Disagree’. The measure takes approximately 5 minutes to complete. Salkovskis et al. (2000) report good test-retest reliability (r = .94) and high internal consistency (α = .92). The RAS is comparable to the C-RAS for associations between parent and child scores to be examined. Higher scores on both RAS and C-RAS indicate higher levels of inflated responsibility.
2.3 Procedure
This section will first describe the recruitment sites involved in the study and how they were approached. Following this, information will be provided regarding the additional materials used in the recruitment and data collection process (in addition to the measures described above). The individual recruitment strategies offered to recruitment sites and subsequently used the study will then be discussed. Finally, ethical issues and research risks will be detailed.
2.3.1 Recruitment sites.
Recruitment for the study was primarily undertaken via middle schools, secondary schools, colleges, and academies from across Suffolk, Norfolk, and Cambridgeshire. Other recruitment sites were contacted and invited to take part also, which included community-based groups and facilities. Finally, a ‘snowball’ recruitment procedure was also used. Further details of these are provided below and in appendix P.
2.3.1.1 Schools, colleges, and academies.
Following the study receiving ethical approval, the researcher made contact with Head Teachers in the region via telephone, email, or letter (see appendix J for an example). The researcher provided a short summary of the study’s aims and an example flowchart of how the procedure could run (figure.1). The researcher also offered to meet with the Head teacher or another designated member of staff to explain the study and proposed methods of recruitment in more detail.
The researcher typically approached four schools at a time. If a school declined to take part they were thanked for their response and no further contact was made. In cases where there had been no response to an initial approach, the school was approached again after a fortnight. In cases where no response was again received, no further contact was attempted with this school.
When a school expressed an interest in taking part they were provided a flowchart to denote what potential recruitment methods were available to them. A copy of figure.2 was provided to schools to detail how much involvement and/or what resources may have been required prior to their involvement, so that they could make an informed choice about which recruitment procedure could best suit them as gatekeepers to the research. Some recruitment sites chose to run just one of the available options whilst others opted to run more than one of the procedures, sometimes in a staggered manner depending on the uptake and response rate. Recruitment sites were given full choice over which procedure they considered would suit them and their parents and young people best. Further information could then be provided based upon the choice and preferences selected by an individual school.
Once participation had been agreed by a school, with the agreement of respective Head teachers, posters (see appendix K) were placed on school notice boards and plans for making initial contact to introduce the study to students and their parents were organised, according to the Head Teachers preferred method of recruitment (as detailed in figure.2). In most cases an alternative member of staff (e.g. deputy head, head of year, admin team) within a school was identified by the Head Teacher as the main point of contact or as a gatekeeper for the researcher. Initial contact with parents and young people was made according to an individual school’s preferred method.
2.3.1.2 Alternative recruitment sites.
The same protocol as above was used when contacting alternative community recruitment sites. These included a local book group and local scouts group.
2.3.2 Additional materials.
	In addition to the measures detailed above, additional materials were used to communicate to potential and actual participants to inform of the study’s aims and to provide further information regarding how to take part. There were minor alterations to the presentation of these materials depending on the specific recruitment strategy selected by a recruitment site, which will be discussed in more detail below (see section 2.3.3). All materials were approved by the UEA Faculty of Medicine and Health Sciences Ethics Committee (FMHSEC) and shall be detailed below.
2.3.2.1 Information packs.
Information packs were constructed by the researcher to support dissemination of information to potential participants. These packs included a cover letter for young people and their parents (appendix L), Participant Information Sheets (PIS) for both young people and parents (appendix M), and corresponding consent forms (appendix N) with instructions for return. Full details of how these were distributed and returned will be provided according to which individual recruitment strategy a school chose.
2.3.2.2 Questionnaire packs.
Questionnaire packs contained cover letters (appendix O), individual questionnaire booklets for young people and parents (appendix B), both with return instructions. Young person questionnaire booklets were placed inside a separate smaller envelope within the questionnaire pack; these were left unsealed so that a young person would be able to seal their completed questionnaire back in the envelope before passing it back to their parents for returning. This was done to facilitate confidentiality of young people’s responses. Again, the distribution and returning of questionnaire packs depended on the individual recruitment strategy selected by a recruitment site, and therefore more detail will be provided below.
2.3.3 Overview of recruitment strategies.
Schools and recruitment sites were offered a degree of choice regarding the potential recruitment strategies available to them upon initial contact in an attempt to maximise the number of schools that might take part, and demonstrate that they may be able to take part without requiring a substantial amount of their (or their students and parents) time or resources. Below details the procedures offered and details how each were conducted.







*also includes ‘snowball’ recruitment
2.3.3.1 Two-stage approach.




Following recruitment site and participant feedback, suggesting that the two-stage approach was too lengthy, and involved too much reading and repetition across materials, amendments were submitted to the UEA FMHSEC. Changes were subsequently made to alter the procedure to a ‘one-stage’ approach whereby questionnaires could also be included in packs with consent forms and information sheets. Participant Information Sheets and cover letters were also condensed to avoid repetition and facilitate participation, also discussed in more detail below. More detail about this approach is detailed in appendix P.
2.3.3.3 Opt-In recruitment.
Recruitment sites that expressed a preference for an opt-in recruitment strategy could also choose whether this was to be done via direct contact with potential participants, or indirectly, meaning that the researcher did not meet directly with potential participants. See figure 5 for an overview.
2.3.3.4 Direct opt-in recruitment.
If a recruitment site chose a direct contact approach, this meant that the researcher would be present in person, to introduce the study to students and/or parents. This typically took place at a school event selected by the head teacher/gatekeeper, and took the form of assembly or class presentations, and parent evenings. One other recruitment site was used which was not a school; in this case it was at a book group.

2.3.3.5 Indirect opt-in recruitment.
If an indirect opt-in recruitment strategy was selected by a school, this involved the researcher preparing materials for a school or recruitment site, and these details subsequently being disseminated to potential participants by a recruitment site’s typical means of communication with young people and their family. This was done via school newsletters, electronic newsletters or ‘parent mail’, via school websites, school text message alerts, or a combination of these methods.
2.3.3.6 Opt-out recruitment.
An opt-out recruitment procedure was also introduced into the study. This was introduced at a later time so that the ethical implications of this procedure could be considered fully and the procedure refined to ensure that it was ethically rigorous. Full ethical approval was provided by the UEA FMHSEC before the opt-out procedure was used in the study. See figure 6 for an overview.
2.4 Individual Recruitment Strategies
Each of the individual recruitment strategy procedures used in the study are summarised in Table 1. These correspond to the recruitment strategies (A-G) which are detailed fully in appendix P. Each of the strategies and variations within them received full ethical approval from the UEA FMHSEC.
2.5 Ethical Considerations
2.5.1 Consent.
Informed consent was gained from both the parent and assent from the young person taking part in the study. Dyads were asked to provide written consent/ assent prior to taking part in the study and were provided with consent forms (see appendix N) either before a questionnaire pack was sent to them, or the consent forms were included in the questionnaire pack. Dyads were provided with information sheets in each case and reminded at every available opportunity of their right to withdraw from the study.
The introduction of the ‘opt-out’ recruitment procedure was introduced as the uptake from the ‘opt-in’ approach was proving to be low and protracted. Although this recruitment method has clear ethical implications as dyads may not have had the opportunity to view information sheets prior to be invited to take part in the study, every precaution was taken to be sure that informed consent was gained by participants, as shall be discussed below. This type of opt-out recruitment procedure has received support in the past  ADDIN EN.CITE (; ; ).
In cases where the ‘opt-out’ procedure was used, dyads were provided with clear information that their consent would be assumed should they not opt out by a specified date (as described above). In these cases dyads had been given copies of the information sheets or directed to online copies of them for their viewing. Once the agreed date had passed dyads were sent a questionnaire pack. However, dyads were again provided with a cover letter reminding them of their right to withdraw or not take part in the study, and they were also directed to where they could view copies of the information sheets (online) should they not have had the opportunity to view them previously. Dyads were also provided with the researcher’s contact details so that they could request copies of the information sheets or ask any questions. Participants who were recruited via the ‘snowball’ recruitment procedure were always asked to complete a consent form to make sure that they had been given information sheets and had been adequately briefed about the study and their right to withdraw
2.5.2 Confidentiality.
Once both separate consent/assent forms from each dyad were received by the researcher, they were allocated a randomly generated (three digit) personal identity number (PIN). Participants in the opt-out procedure were allocated a PIN before questionnaires were distributed to them. Participants were made aware through their respective information sheets that their responses on questionnaire items would therefore be anonymous on booklets, identifiable only to the researcher via their PIN. Only the researcher was able to identify individuals via their PIN being matched to their details on the database. This was necessary as individuals who endorsed a significant level of OC symptomatology (based on their scores on the OC measures) required follow up (see below). The database was encrypted and also kept on an encrypted USB memory stick, stored in accordance with the Data Protection Act (1998).
All participants responding by post were provided with separate envelopes in which to seal their completed questionnaire booklets to aid confidentiality within dyads. Those emailing completed questionnaire booklets were asked to do so individually. If any participant (e.g. a younger child) did not have a personal email address, the dyad was asked to complete questionnaires by hand and return them by post.

2.5.3 Minimising potential risks.
There were no known risks posed to participants taking part in the study. All of the measures have been used in previous research with no known adverse effects. Participants that endorsed OC symptoms that fell within a clinical range (i.e. interference scores >25 and >21 on the LOI-CV and OCI-R respectively) were made aware via their respective information sheet that the researcher would send them relevant self-help literature and contact information for details of helpful organisations. An opportunity to discuss their responses with the researcher or supervisor was also offered, and they were also advised to contact their GP for further advice and support should they wish. The contact details of the researcher and research supervisor were made available to all participants should they require contact with either during any stage of their involvement in the study.
In cases where participants did endorse OC symptoms that met the clinical threshold on the LOI-CV or OCI-R as defined by scores of >25 or >21 respectively,  a follow up letter was sent (see appendix Q) with a copy of a self-help booklet available from Northumberland Tyne and Wear NHS Foundation Trust (Maunder & Cameron, 2010). This self-help document was chosen as it is an evidence-based and NHS approved document that has been certified by The Information Standard, and was highly commended by the British Medical Association Patient Information Awards 2012.
Although the full purpose of the study was not disclosed to participants, information sheets did explicitly make reference to the study investigating the constructs of well-being and responsibility. ‘Well-being’ is a term that in more recent years has become more synonymous with mental health but may not carry the same historical permutations, thus the substitution of these terms in the IAPT (Improving Access to Psychological Therapies) services was considered a justified substitution in this study.
2.5.4 Ethical approval.
Prior to beginning the research and in advance of  approaching any  participants or schools, full ethical approval was sought and gained from the University of East Anglia’s Faculty of Medicine and Health Sciences Ethics Committee (see appendix R). The study adhered to the standards of the British Psychological Society’s (BPS) Code of Ethics and Conduct (BPS, 2009). Local county councils were contacted to approaching recruitment sites to invite their comments and feedback prior to approaching schools and other associated recruitment sites. A response was gained from Suffolk County Council and a copy of the study’s proposal was forwarded Suffolk County Council’s Research Governance Panel at their request. No further comments or feedback were received.
2.5.5 Debriefing






2.6.1 Between groups analyses
	One-way independent analysis of variances (ANOVAs) will be conducted to explore relationships between young people’s high and low inflated responsibility groups, and high and low OCD groups.
2.6.2 Correlational analyses.


















3.1 Overview of Data Analysis
This chapter outlines the main findings of the study.  Firstly, information regarding study uptake at recruitment sites and descriptions of schools that took part in the study will be described. Following this demographic information on the participants recruited into the study will be presented. This is followed by information regarding how the data were handled and preparatory analyses which address missing data, testing for internal consistency of the data, and checks for normal distribution and meeting of parametric assumptions. Further preparatory analyses are then presented, examining for differences between participant gender and age.
Finally, results and findings for each of the research hypotheses and questions will be addressed in turn. This begins by presenting findings from correlational analyses regarding the study’s main hypotheses, and concludes with examining the main research questions of the study through between group analyses.
3.2 Summary of data collection
A total of 41 schools were contacted and invited to take part in the study. Thirteen schools declined to take part in the study, they were thanked for their response and no further contact was made. Fifteen schools did not respond to invitation to take part; each was sent a further invitation to which no further response was gained and so no further contact was made with these schools. The remaining 12 schools expressed an interest in taking part, one of which later declined following further discussion with the researcher, meaning a total of 11 schools took part in the research study. One further school expressed an interest in taking part but was not included in the study due to mutual difficulties with timeframes and resources. See appendix T for an overview of the recruitment uptake and attrition rates.
3.3 Recruitment Site Information
3.3.1 Schools.
	Eight of the schools were located in Suffolk, two in Norfolk, and one in Cambridgeshire. A brief summary of each school (provided below) is based on information from most recently available Ofsted or Independent Schools Council (ISC) reports.
School A was a larger than (UK) average sized secondary school with Academy status.  The academy provided education for 1263 pupils ranging from 11-19 years old. School A is described as being situated in a semi-rural location and as having a majority of White British pupils with approximately one fifth East European or Portuguese. The school is described by Ofsted as having a higher than national average of disabled students and students with SEN (Special Educational Needs) supported by school action, although the proportion of students with SEN supported by school action plus or through statement of SEN is described as below the national average. The Academy was rated as Inadequate by Ofsted, below the national average.
School B is described by Ofsted as a smaller than average sized community comprehensive secondary school in a semi-rural setting for 665 pupils between 13 and 18 years. The number of students at the school with SEN is described as below average. No information was provided regarding the ethnic diversity of the school. The school was rated as meeting minimum floor requirements of standard by Ofsted.
School C was a secondary community college for 11-19 year olds with 782 pupils. It is described as a smaller than national average sized college with a vast majority of white British pupils, but a small minority from a wide range of ethnic minority backgrounds. Ofsted describes there being a smaller than national average proportion of students with SEN at the college. The school was deemed to not meet minimum requirements by Ofsted.
School D was an independent school providing education for 348 pupils between the ages of 13 and 18 years. The ISC reports the social and ethnic mix to closely reflecting the character of the local Suffolk and East Anglian community, and describes the standard of education to be good. No pupils at the school had a statement of SEN.
School E is described by Ofsted as a community Middle school serving a mainly rural community with 686 pupils between 9 to 13 years. Most pupils were white British with very few from other ethnic backgrounds. The school was described to have an average proportion of students have SEN, and has been rated as good by Ofsted.
School F was an independent preparatory and middle school providing education for 75 pupils aged between 4 to 11 year olds in a rural village setting. Nine pupils at the school were aged 11 years and invited to take part in the study. The ISC describes pupil ability as above average and rated the school as outstanding. The school had a lower than national average proportion of students with SEN and was reported to have a majority of pupils of white British background, with one in ten from a non-European background.
School G was described as a smaller than average middle school for 273 pupils aged between 9 and 19 years. Ofsted reported the school to have a very large proportion of white British pupils with an above average proportion of pupils with SEN. School G was rated as good.
School H was described by Ofsted as a smaller than average sized community secondary school for 624 pupils between 13 and 18 years. It was described as having an average proportion of students with SEN, and that students were mostly white British with a small proportion from other ethnic minority backgrounds. The school was rated by Ofsted as good.
School I was a community secondary school with a much larger than average number of students; 1931 pupils aged between 11 and 18 years. It was described by Ofsted as having well below the national average proportion of ethnic minorities and an above average proportion of students with SEN. The most recent Ofsted inspection rating available was good.
School J was described as an oversubscribed and larger than average secondary school with 1631 pupils aged between 11 and 18 years of age. It is described as having pupils of mostly white British heritage, and to have an above average proportion of students with SEN. It was mostly recently rated as good by Ofsted.
School K was an independent preparatory and middle school with 223 pupils aged between 3 and 13 years of age. Only parents of students aged between 11 and 13 years were invited to take part. Pupils are described by the ISC as being of generally above average ability, and the social and ethnic mix are described as closely reflecting the character of the local East Anglian community. No pupils were statemented for SEN.


3.3.2 Alternative recruitment strategies.
	Two alternative sites were approached and invited to take part in the study, one of which did not respond (and so no further contact was made), and one accepted; this was a local book group consisting of 12 adults. Ten information packs were distributed to those whom expressed an interest although no further interest was gained following distribution of information packs. A total of 28 information packs were distributed through the snowball recruitment strategy via two colleagues (as approved by UEA FMHS Research Ethics Committee).
3.3.3 Participants.
The demographic characteristics of the sample are described below. The main analyses used data from 134 parent-child dyads. Additional single (non-dyad) data were received from 14 young persons, and three parents. Ethnicity of the sample was primarily ‘White British’ (N = 119), with minorities of ‘White British Irish’ (N = 3), ‘White European’ (N = 3), ‘British Pakistani (N = 1), ‘White Russian’ (N = 1), African (N = 1), and ‘White Other’ (N = 1), with additional missing data for the remaining families participating (N = 19).
3.3.3.1 Young People.




Of the 137 parents that took part, 124 (90.5%) were female and 13 (9.5%) were male. The mean age of parents was 44.4 years (mdn = 44 years, range = 27-56 years, SD = 5.2). A wide and diverse range of occupations were reported by participants, with 134 different occupational titles reported.  Twelve (16%) of the participating parents reported their occupation as ‘housewife/homemaker/mother’. No participants reported being unemployed or retired, and three (2%) did not declare an occupation. Parents reported having between one and five children (M = 2, mdn = 2), and living in households of between two and eight persons (M = 4, mdn = 4). See appendix U for histograms.
3.4 Treatment of the data
This section describes the screening process of the raw data, which were entered into PASW Statistics Data Editor (SPSS v.19) for analysis. The data were first screened for errors and missing values prior to checking for internal consistency of the measures and testing for parametric assumptions.
3.4.1 Treatment of missing data.
There were missing data points across several participants. Some of the missing data were individual values from across participants and measures for which no observable pattern was discernable. The remaining missing data values were from across responses of three young people and two parents who appeared to omit questions by missing whole page(s) of the questionnaire booklet.
The total amount of missing data calculated were less than one per cent for each of the measures, except for one measure (C-RAS) which was under three per cent. Accordingly, missing data values were substituted for calculated mean item scores. See Table 2 below for a summary of the missing data.
Table 2
Missing Data Points Across Measures
	Missing Data Points
Measure	Young Person(N = 148)	Parent(N = 137)
ARQ (YP/P)	107 / 11988*0.89%	86 / 11016*0.78%
OCI-R	N/A	11 / 2448*0.45%
OCI-CV	25 / 3108*0.68%	N/A
LOI-CV (Yes/No)	29 / 2960*0.98%	N/A
LOI-CV (Interference)	29 / 2960*0.98%	N/A
CRAS/RAS	73 / 2960*2.47%	24 / 3536*0.68%
* Total number of data points in measure x N
3.4.2 Internal consistency of measures.
Internal consistency assess for the reliability of measures based on intra-class correlations (ICC). ) has recommended the following ICC ranges to interpret the reliability of clinical measures; < .40 = poor; .40 -.59 = fair; .60 -.74 = good; and >.75 = excellent.


3.4.2.1 Adaptive responsibility measures.
Internal consistency of total scale scores for both ARQ-YP and ARQ-P were good (Cronbach’s alpha = .72) and excellent respectively (Cronbach’s aplha =.76). Table 3. below denotes the internal consistency for the adaptive responsibility measures. 
Table 3
Internal Consistency of the Adaptive Responsibility Measures (ARQ-YP and ARQ-P)
Subscale	Young People	Parents
	N	α	N	α
Earning and managing money	148	.31	137	.55








* α ≥ .7
	As can be seen above, individual subscale scores of both ARQ measures ranged from good to poor. Based on these scores, it is suggested that the internal consistency of the individual subscales of the ARQ measures were not wholly reliable in every case.  However, total scale scores were >.70, suggesting that the ARQ measures were adequately reliable in terms of their overall internal consistency. Thus, overall total scale scores were used for all further data analyses.
3.4.2.2 Young person and Parent OCD and IR measures.
Cronbach’s alpha for all remaining young person and parents measures of OC symptomatology, symptom interference, and inflated responsibility fell within the excellent range, suggesting that they reliably measured their respective individual constructs. Table 4 below denotes internal consistency scores for all remaining young person and parent measures. 
Table 4
Internal Consistency of Young Person and Parent OCD and IR Measures
Measure	N	α
OCI-CVTotal Scale Score	148	.88**




** α ≥ .8
3.4.3 Descriptive statistics.
The descriptive statistics described below use of all parent-child dyad data available (n = 134), as shall be the case for all of the main analyses. Descriptive statistics for the entire sample (young people; n = 148, parents; n = 137) are listed in Appendix V.
3.4.4 Testing for parametric assumptions.
The data were assessed for normality and whether parametric assumptions were met. In the first instance, the distributions of the data for each variable were observed visually through dataplots to assess for shape and potential outliers. The data were then analysed statistically for homoscedasticity, linearity, and skew or kurtosis that may affect the normal distribution of the data. Significant skew and kurtosis were assessed by calculating a Z score based on the guidance of the following formulas ():
	
























Young Person & Parent se skewness = .209
Young Person & Parent se kurtosis = .416
The Shapiro-Wilk (SW) test of distribution (W) was then used to assess whether the data were normally distributed and parametric assumptions met. The SW test was selected over the Kolmogorov-Smirnov test for normality as it has been identified as the most powerful statistical test of normality and suitable for sample sizes up to n = 2000 (). If the significance value of the SW test is >.05, the data are deemed to be normally distributed.


3.4.4.1 Distribution of young person data.
The data for young person-rated adaptive responsibility were found to be normally distributed amongst the sample; W(134) = .99, p >.05, with no significant skew (.19) or kurtosis (-.499) and no outliers observed on the boxplot with the dataset remaining complete. However, all remaining young person data for symptoms of OCD and inflated responsibility were significantly non-normally distributed, as may be expected in a non-clinical population. These data therefore did not meet parametric assumptions. The OCI-CV distribution was significantly non-normal, W(134) = .097, p < .05, with significant skew (.587)  and two visible outliers. The LOI-CV total score distribution was significantly non-normal, W(134) = .98, p < .05. The LOI-CV interference distribution was significantly non-normal, W(134) = .85,  p < .001, with six outliers observed on boxplot, and significant skew (1.362) and kurtosis (1.347). Finally, the C-RAS distribution was significantly non-normal, W(134) = .98,  p < .05, with significant kurtosis (1.697) and five outliers noted on boxplot.
	3.4.4.2 Distribution of parent data.
The distribution of young person’s adaptive responsibility as rated by parents was significantly normal, W(134) = .996, p >.05, with one outlier observed on the boxplot and the dataset remaining complete. However, as with the young person data, parent OC symptoms (measured by the OCI-R) were not normally distributed at a statistically significant level. Data for the OCI-R distribution were significantly non-normal, W(134) = .82, p < .001, with significant skew (1.602) and kurtosis (2.191), and a number of outliers clearly visible on boxplot. The RAS distribution was significantly normal, W(134) = .99, p > .05, with one visible outlier noted. Again, as the data of the parent OCD measure were significantly non-normally distributed, parametric assumptions were not met or this set of data.
3.5 Preparatory Analyses
Where data are normally distributed and in the presence of no significant skew or kurtosis, parametric assumptions of data are met, and so parametric analyses may be used, as was the case for the two measures of adaptive responsibility, and parent measure of inflated responsibility. However, in cases of non-normally distributed data where parametric assumptions are not met, the same parametric tests are often inappropriate (). In such cases it may be possible to transform the data or use non-parametric tests to analyse the data (Clark-Carter, 2009). The advantages of this are that the data can be analysed regardless of the shape of distribution and having to conform to parametric assumptions. However, the disadvantages of using non-parametric tests include that may have less power, and may therefore increase the chance of making a Type II error, failing to detect differences between groups that do actually exist (). There is also considerable controversy in the literature regarding the legitimate use of data transformations, and they are not universally recommended (Pallant, 2010; Tabachnick & Fidell, 2007).
Another alternative is to bootstrap the data (); according to () the bootstrap test is unaffected by the standard assumptions of normality and is also robust to outliers. After consideration of the above and given the presence of non-normally distributed data and outliers, where data were non-normally distributed, bootstrapping was applied to carry out further analyses. The bootstrap used 2000 samples, as recommended by Field (2013), and bias corrected and accelerated (BCa) bootstrap 95% confidence intervals (CI) are presented in squared brackets throughout the following results. If the confidence intervals do not include zero then the result of the test is considered significant, implying that there is a relationship between the variables.
	In the presence of normally distributed data, independent samples t-tests were conducted to compare scores between female and male respondents on all measures. Pearson’s product moment correlation coefficients were then used to investigate for relationships between age and scores on all of the measures. Where data were non-normally distributed, mean differences (MD) between scores and BCa bootstrap 95% confidence intervals are provided in squared brackets. Descriptive statistics are provided in appendix W.
For the ARQ-YP, homogeneity of variance was assessed using the Levene’s test and variances were equal. The t-test revealed no significant differences between scores for females (M = 59.19, SD = 5.86) and males (M = 57.46, SD = 6.8); t (132) 1.58, p = .117 (two-tailed) on the ARQ-YP. The relationship between age and young people’s adaptive responsibility scores were then investigated using Pearson product-moment correlation coefficient; r = .49, n = 134, p < .001. This finding highlighted a significant positive correlation suggesting that child-rated adaptive responsibility increased with age.
There were no significant differences between genders for young people’s ratings of OCD symptoms on the OCI-CV; MD = 2.271 [-.04, 4.51] or the LOI-CV (Yes/No); MD = 1.49 [-.28, 3.27], although interference scores for the LOI-CV were found to be significantly higher for females than males; MD = 2.83 [.33, 5.67]. The relationship between age and OCD symptom scores was investigated using Pearson product-moment correlation coefficients. No such relationship was found between the two variables for the OCI-CV; r = .08, [-.06, .22], LOI-CV (Yes/No); r = .08 [-.06, .22], or the LOI-CV (Interference); r = .14, [.00, .28], indicating that there was no effect of age on OCD symptoms as measured by these scales.
	Young person’s inflated responsibility was also rated significantly higher by females than males on the C-RAS after conducting an independent samples t-test (two-tailed); MD = 6.01[.213, 11.68]. However, no relationship was found to suggest that age had a significant effect on child-rated inflated responsibility scores; r = .01, [-1.54, .16] following investigation using Pearson product-moment correlation coefficient.
For parent-rated scores of child adaptive responsibility, Levene’s test for homogeneity of variance was violated, therefore equal variances were not assumed. An independent samples t-test revealed that there were no significant gender differences for the parent-rated scores of child adaptive responsibility on the ARQ-P for females (M = 56.53, SD = 6.93) and males (M = 54.33, SD = 3.17); t (23.29) 1.98, p = .06 (two-tailed). Investigation using Pearson product-moment correlation coefficient highlighted a significant positive association (r = .42, n = 134, p < .001) suggesting that parent-rated scores of young person adaptive responsibility increases with child age as would be expected.





3.6 Hypothesis testing and research questions
3.6.1 Research questions: Between groups analyses.
	Between group analyses will allow exploration of differences between young people’s high and low adaptive responsibility groups, and high and low OCD groups. These between group analyses were conducted to investigate the hypotheses of interest linking to the speculative hypothesised pathways to the development of IR proposed by Salkovskis et al (1999), concerning relationships between high and low levels of IR, adaptive, and OC symptoms.
To investigate these hypotheses of interest, the ARQ data were split into three groups for both parents and young people; ‘high ARQ’, mid-range ARQ’, and ‘low ARQ’. In the absence of clinically defined ranges of ‘high’, ‘mid’, or ‘low’ range adaptive responsibility, cut off points were defined for each ARQ measure to split each set of data into three roughly equal sized groups. Thus, for the ARQ-YP data; Group 1 [‘Low ARQ’], n = 44, 55 or less; Group 2 [‘mid-range ARQ’], n = 48, 56-61, Group 3 [‘high ARQ’], n = 42, 62 and above. For the ARQ-P; Group 1 [‘Low ARQ’], n = 45, 53 or less; Group 2 [‘mid-range ARQ’], n = 46, 54-59, Group 3 [‘high ARQ’], n = 43, 60 and above.
OC symptom scores for young people (measured by the LOI-CV) were also split into three groups; ‘high’, ‘mid-range’, and ‘low’. The cut off points for these groups were based on the clinical cut off points suggested by the authors of the measures to define the ‘high’ level group. The ‘mid-range’ and ‘low’ level groups were obtained by splitting the remaining dataset in half according to size. Thus, for the LOI-CV (Y/N); Group 1 [‘low’ LOI-CV], n = 55, 7 or less; Group 2 [‘mid-range’ LOI-CV], n = 59, 8-14, Group 3 [‘high’ LOI-CV], n = 20, 15 and above. Thus, for the LOI-CV (Interference); Group 1 [‘Low’ Interference], n = 106, 9 or less; Group 2 [‘mid-range’ interference], n = 21, 10-19, Group 3 [‘high’ interference], n = 7, 25 and above.
Young person IR scores (measured by the C-RAS) were also split into three equal groups for analyses in the absence of a ‘clinical’ cut-off point; Group 1 [‘Low’ IR], n = 45, 58 and below; Group 2 [‘mid-range’ IR], n = 44, 59-71, Group 3 [‘high’ IR], n = 45, 72 and above.
Research Question 1: “Do young people with high levels of adaptive responsibility report more OCD symptoms than those with mid-range levels of adaptive responsibility?”
Research Question 2: “Do young people with low levels of adaptive responsibility report more OCD symptoms than those with mid-range levels of adaptive responsibility?”
A one-way analysis of variance (ANOVA) to explore the effect of parent-rated AR on levels of OC symptoms (LOI-CV Y/N) was planned. However, as the LOI-CV data were non-normally distributed a non-parametric alternative to the one-way between groups ANOVA was conducted. The Kruskal-Wallis (KW) test revealed no significant difference in the level of OC symptoms for the three ARQ groups (as rated by parents) at the p < .05 significance level; H(2) = 3.298, p = .192.
A KW test was also conducted to investigate whether there was a significant effect of young person OC symptoms upon the level of self-reported (young person) adaptive responsibility. Results of the KW test; H(2) = 2.738, p = .254, again suggest that there was no significant difference in the level of OC symptoms between the three ARQ-YP groups at the p < .05 significance level.
Research Question 3: “Do young people with high levels of adaptive responsibility report more interference from OC symptoms than those with mid-range levels of adaptive responsibility?”
Research Question 4: “Do young people with low levels of adaptive responsibility report more interference from OCD symptoms than those with mid-range levels of adaptive responsibility?”
Again the non-parametric alternative to a one-way independent ANOVA, the KW test was used as the LOI-CV (interference scale) scores were non-normally distributed. Results of the KW test suggested that there were no significant differences in the amount of OC interference reported young people across the three parent-rated adaptive responsibility groups at the p < .05 significance level; H(2) = 2.205, p = .332.
This finding was replicated when examining the young person-rated adaptive responsibility groups; H(2) = 2.749, p = .253, suggesting that there were no significant differences in the amount of OC interference reported by young people across the three self-reported adaptive responsibility groups at the p < .05 significance level.
Research Question 5: “Will there be a significant difference in young people’s mean adaptive responsibility scores for those scoring high on OCD symptoms and those scoring low on OCD symptoms?”
Independent samples t-test to compare child-rated ARQ scores for high and low range scores of OC symptoms on the LOI-CV (Y/N). As data were non-normally distributed for the LOI-CV, the t-test was bootstrapped. Again, the Bootstrap used 2000 samples, as recommended by Field (2013), and bias corrected and accelerated (BCa) bootstrap 95% confidence intervals (CI) are presented in squared brackets; MD = -1.08 [-4.57, 2.32]. As the results of the bootstrap t-test confidence intervals do include zero then the result of the test is considered not significant, implying that there is not a relationship between the variables at the p < .05 significance level. This finding suggests that there are no significant differences in mean (child-rated) ARQ scores for those scoring high and low on OC symptoms (as measured by the LOI-CV Y/N).
Another bootstrapped independent samples t-test was conducted to compare parent-rated ARQ scores for high and low range scores of OC symptoms on the LOI-CV (Y/N); MD = -4.99 [-5.23, 4.85]. Again, as the confidence intervals do include zero, the test is considered not significant, implying that there is not a relationship between the variables at the p < .05 significance level. This finding suggests that there are no significant differences in mean (parent-rated) ARQ scores for those scoring high and low on OC symptoms (as measured by the LOI-CV Y/N).
Research Question 6: “Will there be a significant difference in young people’s mean adaptive responsibility scores for those scoring high on the OCD interference scale and those scoring low on the OCD interference scale?”
Although all ARQ data were normally distributed, there was a non-normal distribution of data amongst the LOI-CV (interference) data and equal variances were not assumed amongst the three groups as Levene’s test of homogeneity of variance was also violated. Therefore, bootstrapped independent t-tests were used to analyse for relationships between young person- and parent-rated levels of young person adaptive responsibility and grouped (high/low) OC symptom interference levels.
The bootstrapped independent t-test for young person-rated adaptive responsibility (ARQ-YP) and OC symptom interference levels (LOI-CV) revealed no significant relationship at the p < .05 significance level as the BCa 95% CIs overlap zero; MD = -4.99 [-5.41, 5.24].  This finding suggests that there are no significant differences in mean (young person-rated) ARQ scores for those scoring high and low on interference of OC symptoms (as measured by the LOI-CV interference scale). As the confidence intervals do include zero, the test is considered not significant, implying that there is no relationship between the variable.
The analysis was repeated with the parent-rated measure of young person adaptive responsibility (ARQ-P); MD = -1.38 [-6.59, 4.81].  As the confidence intervals overlap zero, the test is again considered not significant, implying that there is no relationship between the variables at the p < .05 significance level. This finding suggests that there are also no significant differences in mean (parent-rated) ARQ scores for young people scoring high and low on interference of OC symptoms (as measured by the LOI-CV interference scale).
Research Question 7: “Will there be a significant difference in young people’s mean adaptive responsibility scores for those scoring high on inflated responsibility and those scoring low on inflated responsibility?”
	As all data for this analysis were normally distributed and equal variances were assumed given that Levene’s test was not violated, an independent samples t-test was conducted to compare young person-rated ARQ scores for the ‘high’ (M = 58.89, SD = 6.597) and ‘low’ (M = 58.50, SD = 6.597) scoring C-RAS groups ; t (87) = -.279, p = .781 (two-tailed), revealing no significant difference in scores between the two groups.
	An independent samples t-test was also completed to assess for any significant differences between parent-rated young person ARQ scores and the ‘high’ and ‘low’ scoring groups of the C-RAS. Again, no significant difference was found in scores between the ‘high’ (M = 56.05, SD = 6.87) and ‘low’ (M = 56.27, SD = 7.05) scoring groups; t (87) = .144, p = .886 (two-tailed).
3.6.2 Hypotheses: Correlation analyses.
Hypothesis 1: “Young people’s OC symptoms will be positively associated with Parent’s OC symptoms”.
As all the data for young person and parent measures of OC symptoms were non-normally distributed, bootstrapped Pearson’s r correlations were used to investigate for the presence of a relationship between the variables detailed in the above hypothesis.  All (one-tailed) correlations were found to be significant (p < .001) as the BCa 95% CIs do not include zero; results are presented in Table 6 below. These findings therefore appear to strongly support the hypothesis that there would be a positive relationship between young person and parent OC symptoms. This means therefore that a young person scoring highly on a measure of OC symptoms would also have a parent who scored highly on a measure of OC symptoms.
Table 6
Correlations for Hypothesis 1:
N = 134	r
OCI-CV x OCI-R	.268**[.114, .419]
LOI-CV (Y/N) x OCI-R	.259*[.089, .419]
LOI-CV (Interference) x OCI-R	.288**[.087, .480]
**p < .001, [BCa 95% Confidence Intervals presented in square brackets]
Hypothesis 2: “Young people’s OC symptoms will be positively associated with young people’s inflated responsibility levels”.
All data were non-normally distributed so bootstrapped (one-tailed) Pearson’s r correlations were used to investigate for relationships between young people’s OC symptoms and IR. All correlations (listed below in Table 7) were significant (p < .001) as the BCa 95% CIs do not include zero. A significant positive association was found, supporting the hypothesis that young people’s OC symptoms increased with their levels of inflated responsibility.
Table 7
Correlations for Hypothesis 2:
N = 134	r
OCI-CV x C-RAS	.526** [.395, .639]
LOI-CV (Y/N) x C-RAS	.530** [.413, .638]
LOI-CV (Interference) x C-RAS	.477** [.360, .593]
 **p < .001, [BCa 95% Confidence Intervals presented in square brackets]
Hypothesis 3: “Young people’s inflated responsibility will be positively associated with parent’s OC symptoms”.
As all the data were non-normally distributed a bootstrapped (one-tailed) Pearson’s r correlation was used to investigate for a relationship between young person-rated inflated responsibility (on the C-RAS) and parent-rated OC symptoms (on the OCI-R).  The correlation was significant (p < .001); r = .290** [.124, .433], as the BCa 95% CIs did not include zero, thus, indicating that there is a significant positive relationship between young people’s IR and parent’s levels of OC symptoms.
Hypothesis 4: “Parents’ OC symptoms will be positively associated with parents’ inflated responsibility levels”.
As the parent IR data (on the RAS) were normally distributed but parent OC symptom data (on the OCI-R) were non-normally distributed, a bootstrapped (one-tailed) Pearson’s r correlation was used to assess for any significant relationship between the variables. The correlation was significant (p < .001); r = .428 [.244, .578] as the BCa 95% CIs do not include zero, thus, suggesting that there is a significant relationship between the variables. The results therefore support the hypothesis that there would be a positive relationship between parent’s OC symptoms and their levels of IR.
Hypothesis 5: “Young people’s inflated responsibility will be positively associated with parent’s inflated responsibility”. 
As the parent-rated IR (RAS) data were normally distributed but child-rated IR (C-RAS) data were non-normally distributed, a bootstrapped (one-tailed) Pearson’s r correlation was used to investigate for an association between the variables of interest. The correlation was significant (p < .001); .373 [.218, .511] as the BCa 95% CIs do not include zero, thus, implying that there is a significant positive association between the variables. In line with the hypothesis, the results therefore suggest that there is a positive association between young person-rated IR and parent-rated levels of IR.
3.7 Summary of Results
3.7.1 Between group analyses.
	There were no significant differences between the low, mid-range, and high level adaptive responsibility groups (as rated by parents and young people) on levels of young person-rated OC symptoms or OC symptom interference levels. No significant differences were found between (child- or parent-rated) adaptive responsibility and the low or high level scoring groups of OC symptoms or OC symptom interference levels. Finally, there were also no significant differences between young person-rated adaptive responsibility scores across the low or high level IR groups for both young people and parents.
3.7.2 Correlational analyses.
Young person-rated OC symptoms (and interference) were found to be significantly positively correlated with parent-rated OC symptoms. Significant positive correlations were also found between young person-rated OC symptoms and young person-rated levels of IR appraisals. Young person-rated levels of IR were positively correlated with parent-rated OC symptoms, and parent-rated OC symptoms were positively correlated with parent-rated levels of OC symptoms. A significant positive correlation was also demonstrated between young person- and parent-rated levels of IR.
















	The aim of this chapter is to consider the results of this study in the context of previous research findings. Firstly, the findings of the current study will be considered in conjunction with the historical evidence base, prior to a more detailed consideration and interpretation of the study’s main findings. The study’s strengths and limitations will then be addressed with specific consideration of factors relating to the methodology and design. Both theoretical and clinical implications in relation to the study’s findings will then be considered with recommendations for future research. The study concludes with a summary of the main findings.
4.2 Previous Research and Current Findings
Cognitive models of OCD have been well researched in adults, however, less so in children and adolescents. The literature base has commonly found evidence to support the role of the IR hypothesis in the presence of OCD in adults, which has been replicated across studies examining the presence and role of IR cognitive appraisals in youth and non-clinical populations. However, it remains that relatively little is known about how these IR appraisals develop, its origins and developmental pathology. 
In spite of the potential multiple pathways to IR suggested by Salkovskis et al. (1999), there seems to be a lack of research to test these hypothesised pathways. Whilst cognitive appraisals of IR are consistently measured  ADDIN EN.CITE (), how these cognitions develop or are experienced has also been under examined.
There is evidence to suggest that inflated responsibility is less defined in younger children, and develops from late childhood and adolescence, through to adulthood (), but there is however a lack of evidence to support this or suggest how IR attitudes are maintained through this period and into adulthood.
A speculative account of five pathways to the development of inflated responsibility has been proposed by Salkovskis and colleagues (1999). These pathways have been tested by few studies. Schofield and Coles (2008) offered preliminary supporting evidence for these hypothesised pathways. Methodological flaws with the study however limited the generalisability of the findings in reference to two of the five pathways in particular. These were pathways one and three which refer to childhood experiences of insufficient or excessive levels of everyday responsibilities, in line with typical child development.
Bowers (2009) sought to examine these two pathways in more detail by posing the question as to whether children whom experience particularly low or high amounts of everyday or adaptive responsibility have greater amounts of inflated responsibility appraisals. The findings of the study appeared to once again demonstrate the associative relationship between IR and OC symptoms, but did not appear to support the proposed pathways to IR, relating to insufficient or excessive amounts of adaptive responsibilities. The study’s findings were however limited by a number of methodological flaws and it was also underpowered due to its small sample size.
Lawrence and Williams (2011) also sought to investigate the origins of IR by testing the pathways proposed by Salkovskis at al. (1999). Lawrence and Williams (2011) found inflated responsibility in combination with specific life incidents to act as a vulnerability factor for the development of OCD. Again, the findings of the study appear to require to be interpreted with caution as they were not significant. Furthermore, a small sample size (N = 16) and a number of methodological flaws in the design of the study appear to limit the generalisability of the findings. These limitations extend to the evaluation of the pathways one and three proposed by Salkovskis and colleagues (1999) and referring specifically to childhood experiences of too much or too little amounts of everyday adaptive responsibilities.
The current study aimed to consolidate some of the findings to date by assessing pathways one and three specifically to see if there were relationships present between child- and parent-rated levels of childhood adaptive responsibility, inflated responsibility, and OC symptoms. The aim was to assess for associations between these variables across the developmental trajectory as in line with typical, ‘normal’ child development one may expect children to accrue a stepped level of independence, autonomy, and responsibility with age and cognitive and socio-emotional development (Piaget, 1929; Vygotsky, 1978).
4.3 Interpreting the Results
4.3.1 Research questions
Research Question 1: “Do young people with high levels of adaptive responsibility report more OCD symptoms than those with mid-range levels of adaptive responsibility?”
Research Question 2: “Do young people with low levels of adaptive responsibility report more OCD symptoms than those with mid-range levels of adaptive responsibility?”
Research Question 3: “Do young people with high levels of adaptive responsibility report more interference from OC symptoms than those with mid-range levels of adaptive responsibility?”
Research Question 4: “Do young people with low levels of adaptive responsibility report more interference from OCD symptoms than those with mid-range levels of adaptive responsibility?”
There were no significant differences between the low, mid-range, and high level adaptive responsibility groups (as rated by parents and young people) on levels of young person-rated OC symptoms, or levels of interference from OC symptoms. This set of findings suggests that (low, mid, or high range) levels of adaptive responsibility are not related to young person’s levels of OC symptoms, or interference from these symptoms.
Research Question 5: “Will there be a significant difference in young people’s mean adaptive responsibility scores for those scoring high on OCD symptoms and those scoring low on OCD symptoms?”
Research Question 6: “Will there be a significant difference in young people’s mean adaptive responsibility scores for those scoring high on the OCD interference scale and those scoring low on the OCD interference scale?”
Research Question 7: “Will there be a significant difference in young people’s mean adaptive responsibility scores for those scoring high on inflated responsibility and those scoring low on inflated responsibility?”
There were also no significant differences found between (child- or parent-rated) adaptive responsibility and the low or high level scoring groups of OC symptom interference levels. Finally, there were also no significant differences between young person-rated adaptive responsibility scores across the low or high level IR groups for both young people and parents. These findings suggest that mean adaptive responsibility scores are not significantly different between those scoring in the ‘high’ or ‘low’ range groups of OC symptoms, interference from these OC symptoms, or IR. The lack of any significant between groups differences appears to contrast what may have been predicted, based upon the proposed pathways (one and three) to IR (Salkovskis et al., 1999), and the previous findings of Schofield and Coles (2008).
4.3.2 Relationships between parents’ and young people’s OC symptoms.
Hypothesis 1: “Young people’s OC symptoms will be positively associated with Parent’s OC symptoms”.
Significant positive correlations were found between young people’s levels of OC symptoms and parent’s levels of OC symptoms, supporting the proposed hypothesis. Both the level of symptoms, measured by the OCI-CV and LOI-CV (Yes/No scale), and intensity of OC symptom interference, measured by the LOI-CV (Interference scale), were positively associated with parental reports of OC symptom level, as measured by the OCI-R. This finding replicates some previous findings in the literature to support the notion that OCD appears to be a clinically highly familial disorder (Lenane et al., 1990), with positive associations between child and parent OC symptoms (Jacobi et al., 2006) also demonstrated in non-clinical populations.
It is also of note however that the current finding is in contrast to previous findings suggestive of an absence of a relationship between child and parent symptoms  ADDIN EN.CITE (). Similarly, Bowers (2009) also found no relationship between parent and child OC symptoms, although the author did suggest that this may have been attributable to the study’s use of different measures of childhood and adult OCD. One account for these contrasting differences could be that the current study was able to directly compare results from the OCI-R and OCI-CV, in addition to the LOI-CV; this was not possible as Bowers (2009) was unable to directly compare the two OCD measures reliably. Another account of this contrasting finding may lie in the methodology of the current study and its use of self-report measures in comparison to more rigorous diagnostic interview schedules. Previous studies such as Challacombe & Salkovskis (2009) have made further use of such clinical interviews and assessments and could arguably be more accurate in their findings.
The particular relationship demonstrated is of course correlational in nature and therefore does not demonstrate causality, thus, further attributions or inferences regarding the nature of this relationship are not possible. Whilst the positive association demonstrated in the relationship would appear to support previous findings (e.g. Lenane et al., 1990), it is contrast to other previous findings (e.g. Challacombe & Salkovskis, 2009; Bowers, 2009), and which theoretical hypothesis (genetic, behavioural, or cognitive) this association is supportive of, is not possible to elucidate upon at this stage.
4.3.3 Evidence for the inflated responsibility model of OCD in young people.
Hypothesis 2: “Young people’s OC symptoms will be positively associated with young people’s inflated responsibility levels”.
Hypothesis 4: “Parents’ OC symptoms will be positively associated with parents’ inflated responsibility levels”.
Significant positive correlations were found to support both hypotheses two and four as young person-rated OC symptoms were (moderately to strongly) associated with young person-rated levels of IR appraisals, and parent OC symptoms were (moderately) associated with parent-rated levels of IR appraisals.
The current finding replicates previous correlational results demonstrating a relationship between OC symptoms and IR in non-clinical samples of adolescents and young people (Magnusdottir & Smari, 2004; Mather & Cartwright-Hatton, 2004; Matthews et al., 2007; Reeves et al., 2010), and also in non-clinical adult populations (Menzies et al., 2000; Ladouceur et al., 1995; Smari et al., 2003).
The current findings supportive of this hypothesis also appear to fit with what has been found in clinical research with both adults  ADDIN EN.CITE (; ; ) and children (Barrett & Healy-Farrell, 2003; Farrell & Barrett, 2006; Libby, 2004; Williams et al., 2002). Interestingly, the finding of the current study found associations between OC symptoms and IR for both the presence of symptoms, and symptom severity (level of interference). This is in contrast to Lewin and colleagues (2010) who found that although IR was associated with OC symptoms and clinical improvement in OCD severity was found to relate to reductions in avoidance, doubting, and IR, it was not linked directly to severity of OCD.
As IR was correlated with both young person and parent-rated OC symptoms, it would appear that these findings appear to support Salkovskis’s (1985) theory of IR, and offer preliminary evidence to support the speculative pathways (one and three) that Salkovskis and colleagues (1999) have proposed. However, as with all of the current hypotheses, the relationships demonstrated are correlational and thus does not equate to causality, nor yield further information regarding the direction or nature of the relationship. Like previous findings in non-clinical samples of children and adolescents, the nature of the relationship is suggestive of the presence of a relationship between OC symptoms and inflated responsibility, but does not offer any further evidence regarding the the origin or developmental pathology of these features.
4.3.4 Relationships between parents’ and young people’s OC symptoms and IR.
Hypothesis 3: “Young people’s inflated responsibility will be positively associated with parent’s OC symptoms”.
Hypothesis 5: “Young people’s inflated responsibility will be positively associated with parent’s inflated responsibility”.
A weak but significant positive correlation was found between young person-rated levels of IR and parent-rated OC symptoms, and a significant moderate association was found between young person-rated levels of IR and parent-rated IR, as hypothesised.
These findings appear to build upon the findings of previous research in non-clinical populations of children (Jacobi et al., 2006) and adults (Rector et al., 2009) suggesting that IR appraisals are highly familial and potentially transferrable across generations. Theoretically this appears to emphasise the potential importance of genetic and environmental factors in the development of OC symptoms and IR.
The findings also appear to support those of Pietrefesa and colleagues (2010) whose study using a clinical sample appeared to indicate that there may be a familial loading of IR appraisals and OC related beliefs between parents and children. One explanation of this may be that children exposed to parental OC behaviours or appraisals may learn them vicariously or become sensitised to such appraisals regarding harm or threat (Challacombe & Salkovskis, 2009). Social learning theories of modeling (Bandura, 1977) may therefore be indicated as having a role in the transmission of IR appraisals between parents and their children.
Once again, the current findings should be interpreted with a degree of caution as the relationship between the variables is associative rather than causal. Lawrence and Williams (2011) found that IR in combination with specific life incidents may act as a vulnerability factor for the development of OCD, a variable not taken into account by the current study. Upon closer analysis, other studies have suggested the relationship between parent and child OCD to be mediated by IR (Jacobi et al., 2006).
4.4 Evaluation of Additional Findings
4.4.1 Age.
Significant positive associations between age and adaptive responsibility scores were found amongst the data, suggesting that young person adaptive responsibility increases with age. This finding was replicated across both young person and parent ratings of adaptive responsibility, and is in line with what may be expected in terms of children’s normal developmental stages and increasing independence and autonomy (Bulcroft et al., 1996), and suggesting that children and parents ratings of adaptive responsibility increased the older the child was. Further analysis of gender differences across different areas of adaptive responsibility was not possible owing to the poor internal consistency across the individual ARQ subscales.
No relationship was found between age and OCD symptom scores, which would appear to contrast with previous findings suggestive of a bimodal incidence pattern (Delorme et al., 2005), and peaks of incidence in mid-adolescence (Geller et al., 1998; Pauls et al., 1995; Rapoport, 1986).
	There was also no relationship found between age and child-rated inflated responsibility scores. Again, this is somewhat in contrast to previous findings that have suggested that IR appraisals appear to be developmentally sensitive, increasing in line with a child’s normal trajectory of cognitive development(Farrell & Barrett, 2006), with higher rates observed in adolescents (Magnusdottir & Smari, 2004).
Possible explanations as to why these contrasting differences were observed may again lie in methodological and design flaws in the current study. The age range of the current study may have been a limiting factor in this respect. Given that the mean age of onset of OCD in youth is approximately 10 years old, and it is proposed that abnormal adaptive responsibility precedes the onset, it could be argued that a younger sample would have been more advantageous for the current study. 
4.4.2 Gender.
There were no significant differences between genders for young people’s ratings of total OC symptoms (on the LOI-CV or OCI-CV), although interference scores for the LOI-CV were found to be significantly higher for females than males. Young person’s IR was also rated significantly higher by females than males on the C-RAS. There were no significant differences between adaptive responsibility scores for females and males on the ARQ-YP or ARQ-P. The gender differences detailed here appear to contrast with recent suggestions that incidence between genders is generally accepted as equal (Barton & Heyman, 2013), although earlier research has suggested earlier reports of onset amongst males, but an overall greater incidence amongst females (Clark, 2004)
 It could be suggested that the females in the current study who reported higher rates of IR, also reported higher levels of interference from their OC symptoms, although the sample size was not large enough to conduct within group analyses to evidence this, and overall analyses already support the hypothesis that IR and OC symptoms were associated, but not significantly different between groups.
4.5 Summary of findings in relation to hypotheses
	Parent and young person ratings of OC symptoms were found to be associated, as were parent and young person ratings of IR. There were associations also found between IR and OC symptoms for parents and young people. These findings appear to support the proposed hypotheses and offer preliminary evidence for the cognitive theory of IR (Salkovskis, 1985), and for an intergenerational transfer of IR appraisals and OC symptoms (Salkovskis et al., 1999). However, the mechanism by which this occurs cannot be elucidated upon due to the correlational design of the study.
In addition to this, further evidence to support two of the five proposed pathways to IR by Salkovskis et al. (1999) -pathway one and pathway three, referring to insufficient or excessive amounts of normal everyday or adaptive responsibilities, respectively- is not offered by the findings of the current study. Although there was a relationship observed between parent- and child-rated levels of adaptive responsibility, this variable was not found to be related to parent or young person ratings of IR or OC symptoms. This current set of findings does not appear to therefore support the speculative account of pathways one and three proposed to be influential in the development of IR appraisals and OC symptoms (Salkovskis et al., 1999), nor replicate the findings of Schofield and Coles (2008).
The findings do however support the cognitive theory of IR (Salkovskis 1985) as replicated in previous findings which also appear to contrast with the proposed pathways (Bowers, 2009; Lawrence & Williams, 2011). Good internal consistency for the total scale score in addition to the associations demonstrated between parent and child adaptive responsibility scores suggest that the ARQ may be a reliable measure of adaptive responsibility.
4.6 Methodological Critique
4.6.1 Design.
A cross-sectional correlational design using self-report questionnaires for survey methodology in a non-clinical population was used. Whilst this design allowed for the investigation of previously understudied relationships to adaptive responsibility, IR, and OC symptoms, the correlational design was limited in that no further conclusions could be drawn regarding causality or the direction of relationships relating to adaptive responsibility, IR, and OC symptoms between young people and parents.
The design was also limited as it did not control for various other factors that may have been related to the variables of interest. For instance, previous (or current) mental health history of parents and young people was not examined. This is of relevance due to the potential presence of previously (or currently) held cognitive appraisals or biases. OCD id highly comorbid with other disorders (e.g. Lewin et al., 2010) and the presence of a historical or current mental health difficulty may have implications regarding cognitive appraisals linked to IR or adaptive responsibility (e.g. Libby et al., 2004).
One of the main flaws of the current study relates to the age range of the young people participating in the study. As stated above, given the mean age of onset in young people is approximately 10 years of age, it is a limitation that the study focuses on 11 to 17 year olds. Additionally, as it has been proposed that insufficient or excessive amounts of adaptive responsibility precede the onset of OCD, it is suggested that a younger cohort would have been more appropriate.
The study is also flawed by not being able to take into account the potential influence of other significant family members and their IR and adaptive responsibility appraisals, and possible OC symptoms. Furthermore, three of the five pathways proposed by Salkovskis et al. (1999) remain untested by the study; these may also have had a degree of influence which has not been controlled for. In particular, Lawrence and Williams (2011) highlighted the potential role that specific life events (pathway four) may have in combination with IR upon levels of OC symptoms. Events such as these were not taken into account by the current study.
4.6.2 Measures.
	The ARQ was a novel measure of young people’s everyday adaptive responsibilities. This study replicated the finding that the total scale score has good internal consistency, but as previously found, the questionnaire’s individual subscales were only partly satisfactory (Bowers, 2009). The findings do however suggest that the ARQ is a useful measure of adaptive responsibility in young people, particularly as the PIRBS is limited in respect to assessing pathways one and three, the OQA involves the use of retrospective recall introducing potential memory biases, and the RISA has limited use in the UK. The normal distribution of scores across the ARQ measures is also suggestive of the utility of the measure for both child and parent ratings of adaptive responsibility in young people between 11 and 16 years.
One key potential limitation of the study is the definition of adaptive responsibilities, and the overlap this may have with other related constructs such as adaptive behaviours, independence, and autonomy. Other family factors may also contribute towards children’s responsibility appraisals which are again, not necessarily accounted for by the study. However, the ARQ does appear to define measure adaptive responsibilities in a similar way to alternative measures such as the RISA, PIRBS, Vineland-II, and OQA.  The ARQ is also a briefer tool than some of its predecessors, and more specific to everyday responsibilities as opposed to an overall measures of adaptive behaviour and skills in activities of daily living such as the Vineland-II. It is suggested however that the ARQ could be further refined, especially in regards to the questions involving qualitative information as they are not fully used in the scoring procedure.
A strength of the current study includes the use of an alternative measure of childhood OCD (OCI-CV) that was directly comparable to the adult measure used in the study (OCI-R). Bowers (2009) used the LOI-CV as the main measure of OC symptoms in the sample of young people, causing a degree of difficulty when making comparisons to findings in the adult sample (on the OCI-R). The OCI-CV was selected over other similar measures of child OC symptoms as it is suggested to have adequate psychometric properties (Jones et al., 2013) and was validated using a larger sample size in comparison to measures such as the Ch-OCI. The OCI-CV was also been selected over the Ch-OCI as the latter is a longer questionnaire (of 42 items). Although the study would have benefited from use of a more robust measure such as the CY-BOC, this is a lengthy screening tool in comparison, and one that was not arguably suitable for use given the scope of the current study, and the recruitment procedure used.
Whilst the addition of the OCI-CV to the LOI-CV made the questionnaire booklet longer, it was retained as it could be used for direct comparison to the findings of Bowers (2009), and also comprised the function of measuring the level of interference young people experienced from their OC symptoms. Although slightly longer than alternatives such as the 11-item Short Leyton Obsessional Inventory for Children and Adolescents, which may have been an advantageous in potentially reducing the effect of participant fatigue), the psychometric properties of this shorter alternative have been argued to be inferior and it is has been found to demonstrate poorer internal consistency (α = .65) in comparison to the LOI-CV (Storch et al., 2011).
The current study also used an improved measure of childhood IR appraisals (C-RAS; Salkovskis & Williams, 2004), which has been deemed to be more suitable in childhood populations than its predecessor (RAS-C) and its counterpart for use with adults (RAS). The the removal of double negatively worded items and simplified language of the C-RAS is likely to have facilitated understanding across the age range of the current child and adolescent sample.
A further strength of the study involved the use of three versions of the questionnaire booklet to control for order effects; this meant that the OCD, IR, and adaptive responsibility measures were presented in alternate orders across participants. Which order participants chose to answer the booklet however could not be controlled for, and an additional disadvantage of the questionnaires being resented in booklets were that in very few cases (n = 3), some participants missed whole pages of questions in error when turning pages. In spite of this, alternate ordering of forms may have been helpful in controlling for the potential of participant fatigue across measures.
4.6.3 Recruitment.
	A strength of the study was the range of methods offered to recruitment sites, thus allowing them choice over which strategy would suit their site and families best. Further revisions to the recruitment process to include a wider range of recruitment methods, strategies, and sites following ethical approval is believed to of been an additional strength. These revisions were submitted based upon feedback from recruitment sites and interested families at recruitment sites, suggesting that the ‘two-stage’ approach to participating in the study was too lengthy. The introduction of a ‘one-stage’ approach to recruitment appeared to facilitate the recruitment process, and make the study more accessible to participants.
The introduction of an ‘opt-out’ recruitment strategy was also given ethical approval, however, this approached was used with only very careful consideration given the potential implications that it carries. This approach has however been supported by previous researchers (e.g. Hawton, Rodham, & Evans, 2006). Further, information sheet were distributed in all correspondence, and participants were also reminded and offered the opportunity for copies of these to be sent on to them at any point by request. Participants were also been reminded throughout correspondence of their right to withdraw from the study at any stage, reflected in the rate of attrition.
Attempts to widen the accessibility of the study to recruitment sites and families however, did involve some degree of limitation as it was not always clear how many families actively chose to not take part. For example, if a one stage opt-out approach to the study was selected by a school and information was disseminated to parents via the school website, it was not possible to accurately determine how many families read the information and chose not to opt-in, meaning data regarding uptake were not determinable.
Additionally, the incentives offered to school were relatively minimal and the overall uptake of schools (11 of the 41 approached) was relatively low. Feedback from some of the sites that declined were that they were under-resourced to be involved in the research or were not interested in taking part. This could make a case for questioning whether some form of sampling bias may have been involved, with schools more interested in research being likely to take part. However, the Ofsted information obtained regarding the schools suggested a relatively mixed set of recruitment sites.
A related factor that perhaps more relevant however may relate to a sampling bias within the participating dyads whom opted-in to the study. It is of note that the sample may have responded differently to the questionnaire measures to those who chose not take part in the study. It may be suggested that adolescents or families interested in prioritising taking part in the research may have done so over other matters, which may have implications regarding this study’s focus on adaptive responsibility. Arguably, it could be suggested that those who took part in the study may have been already predisposed to more adaptive responsibilities. The implications of this may therefore be a potential limitation of the current research. However, the normal distribution of the ARQ data for both young person and parent ratings suggests that any sampling bias present did not have a significant impact.
Furthermore, recruitment took place only across the East Anglia region and primarily in schools with limited ethnic diversity and culture, limiting the findings and their generalisability to the general population. However, the size of the sample recruited was a strength of the current study, expanding on previous research that had been underpowered by small sample size (Bowers, 2009). The current research may have benefited however from more fathers taking part, and it did not control for whether or not the participating dyad cohabited or whether the participating parent was the child’s biological parent or not, which has implications in reference to theoretical understandings of OCD (biological, genetic, learning, and cognitive theories). The study also used a solely non-clinical population, and whilst these samples are still able to offer meaningful insights into OCD research (Gibbs et al., 1996), the findings generalisability to a clinical population is limited. Finally, the study did not measure age in years and months which would have been helpful as analyses could have been more accurate and sensitive in relation to age and changes across the developmental trajectory.
Given the wide range of recruitment strategies offered and the number of sites and families approached to take part, the participation rate was relatively low. This raises questions regarding how representative the sample may truly be and how generalisable the study’s findings may be. It is possible that the findings are therefore limited by a bias in the sample, self-selecting for participation in such research, thus, raising questions regarding its ecological validity.
4.6.4 Statistical Analyses
A further limitation of the current study relates to the absence of clearly defined cut off points for ‘low-’, mid-’, and ‘high-’ range groups for the measures of interest. In the absence of cut off points for measures of adaptive and inflated responsibility and ‘low’ or ‘mid’ range OC symptoms, groups were split according to size. Whilst a clinical cut off points are available for some measures of OC symptoms, scoring closer to this cut off may be deemed ‘high’ range by the current study. This may not necessarily be the case in a clinical sample.
Indeed in a non-clinical sample, those scoring in the extremes of scales and grouped as ‘high’ or ‘low’ to test Salkovskis and colleagues (1999) concept of insufficient or excessive experiences of adaptive responsibility are representative of only this sample. Whilst this facilitated analysis of the findings, it does limit generalisability of results, and the findings related to these research questions can therefore only be considered in the context of the current sample.
Additionally, groups for ‘low’, ‘mid-range’, and ‘high’ levels of adaptive responsibilities were created in the absence of age-related means, however, given the scores for this measure were normally distributed, many of those in the ‘low’ or ‘high’ groups were actually closer to the mean, and thus actually in ‘mid-range’. This is a major flaw of the study’s findings as it may not directly be testing groups of ‘high’ (excessive), or ‘low’ (insufficient) adaptive responsibility, and associated inflated responsibility.
A further statistical limitation of the study was the use of mean substitution in the missing data analysis. Whilst it was arguably more representative of the whole sample to use a mean score substitution, it perhaps would have been more accurate to exclude participants with larger amounts of missing data altogether. However, analyses were run with cases excluded (where >20% of data were missing), and there were no observable or significant differences in findings.
4.7 Implications of Results
4.7.1 Theoretical implications.
	The study offers support to the cognitive IR model of OCD proposed by Salkovskis (1985) through the observation of significant associations between IR appraisals and OC symptoms in young people and adults. The finding appears to add to the body of evidence that suggest that IR is a key feature in the maintenance of cognitive appraisals of OCD in young people (e.g. Libby et al., 2004; Magnusdottir & Smari, 2004; Mather & Cartwright-Hatton, 2004; Matthews et al., 2007; Reeves et al., 2010).
	However, the two of the three pathways that are proposed to be implicated in the development of the disorder (Salkovskis et al., 1999) are not supported by the findings of this study. Adaptive responsibility was not associated with IR, nor was it found to be associated with OC symptoms in either young people or adults. More specifically, these pathways refer to young people whom have experiences of extreme ranges of amounts of everyday adaptive responsibilities in line with typical development. There were between group differences demonstrated for young people with lower or higher range levels of adaptive responsibility in terms of their associations with IR or OC symptoms. These finding therefore do not appear to support pathways one and three to IR as proposed by Salkovskis et al. (1999). This appears to replicate previous research when examining these two particular pathways (Bowers, 2009; Lawrence and Williams, 2011), although there has been evidence to suggest that other of the proposed pathways are prominent in the development of IR (Schofield & Coles, 2008). However, this is a relatively novel area of research and further studies investigating the potential role of these pathways is required in larger samples.
4.7.2 Implications for Clinical Practice.
	Given the findings of this study, the clinical relevance of identifying and targeting cognitive appraisals in the treatment of OCD is once again highlighted, specifically those related to IR. The finding that level of symptom severity or interference of OC symptoms is associated with levels of IR, again points towards interventions that aim to modify or restructure such cognitive appraisals.
In terms of adaptive responsibility, this set of findings would suggest that levels are unrelated to the formation of IR cognitive appraisals. This would suggest that a child’s levels of normal everyday responsibilities are not implicated in the development of OC features and symptoms. Therefore, everyday adaptive childhood responsibility level may not necessarily be essential to consider in the formulation and treatment of pediatric OCD.
However, it should be noted that this is a relatively novel area of research, especially in relation to proposed pathways one and three (Salkovskis et al., 1999). The current findings are also in the context of a nonclinical sample and therefore limited in terms of their generalisability to young people with OCD of a clinical range. There remains a lack of evidence replicating this study’s findings, and further research demonstrating this pattern is necessary. This research would benefit from demonstrating causal relationships across the developmental trajectory through longitudinal designs. It would also be advantageous for further research to include larger samples, and to test for differences between both clinical and non-clinical populations.
As proposed by Salkovskis (1999), other factors and are likely to feature in the development of OC symptoms. It could be suggested that a complex interaction of these may be implicated in the development to such symptoms. This has been noted in previous findings, such as the study by Lawrence and Williams (2011), which highlighted the role of significant life events in combination with IR appraisals as vulnerability factors to the development of OCD. Expansion of our knowledge regarding the factors involved in the development and pathways leading to IR may have implications for improving our approaches to treatment of OCD and clinical outcomes. Furthering our understanding of such developmental pathways may also contribute towards clinical formulation, preventative approaches and treatment models.
4.7.3 Recommendations for future research.
Future research in this area may like to consider the benefits of longitudinal approaches and collecting data at multiple time points. This would helpful in establishing subtle changes in levels adaptive responsibility over time and any concurrent oscillation of IR appraisals across the developmental trajectory. If measured with levels of OC symptoms it may be possible to disentangle at what stage ‘normal’ developmental behaviours, such as magical thinking and childhood rituals, become more pathological with the emergence of more intrusive cognitions and OC symptoms. Longitudinal approaches may also therefore allow for the exploration of causal factors.
To facilitate this process there a number of other variables and factors that may warrant investigation or monitoring. Included in this are factors relating to the three other pathways suggested by Salkovskis and colleagues (1999). Significant life events in particular have been proposed to be implicated in the development of OC symptoms when in combination with an inflated sense of responsibility (Lawrence & Williams, 2010). Within this it may be helpful to observe significant environmental or family changes as repeated findings of an associative relationship between parent-child OC symptoms appears to highlight the relevance of familial factors in the transmission of the disorder. Qualitative research methods may also be of interest in assessing these factors and relevant cognitive appraisals. Additionally, historical and current mental health of dyads may be an influential factor worthy of observation; OCD is highly comorbid with a range of other mental health disorders which may impact upon cognitive appraisals and biases (Piacentini et al., 2010).
Future research in the area may consider continuing the development of the ARQ with a larger sample size in order increase the information available regarding its psychometric properties and further evaluate the reliability of the individual subscales. Larger sample sizes and use across nonclinical and clinical samples may also facilitate factor analysis of the measure and aid its development further. Greater sample sizes may also be helpful in detecting smaller relationships of smaller effect sizes, and conducting further analyses such as multiple regressions should relationships between variable be observed.
The current research appeared to benefit from being able to offer potential recruitment sites a range of recruitment strategies. Given the uptake of recruitment sites from schools (27%), and the relatively low uptake from dyads within these sites, it may be advantageous to continue to offer a variety of recruitment strategies to offer gatekeepers and dyads choice regarding how they participate. Finally, future research in the area may benefit from recruiting from areas of greater ethnic and cultural diversity to facilitate the generalisability of findings.
Further research should also consider widening the age range of young people involved in the study to include younger children, especially given mean age of onset of OCD is around 10 years. This is of particular relevance given that the putative pathways to inflated responsibility referring to insufficient and excessive amounts of adaptive responsibility are suggested to precede onset of OCD symptoms.
4.8 Overall Summary and Conclusions
	This study aimed to test two of the five pathways proposed to lead to inflated responsibility in children and young people by Salkovskis et al. (1999) by exploring the relationships between adaptive responsibility, inflated responsibility, and OC symptoms in a nonclinical sample of young people (11-16 years).
Of the five pathways to inflated responsibility, numbers one and three (Salkovskis et al., 1999) are described to involve experiences of growing up with either insufficient or excessive amounts of everyday responsibilities. The authors suggest that children also receive implicit or explicit messages regarding their responsibility and ability to perform these duties, and their ability to cope and tolerate with anxiety or danger, serving to inform their cognitive appraisals and develop a sense of inflated responsibility. Experiences of either too much, or too little everyday adaptive responsibilities are therefore hypothesised by these pathways to lead to inflated responsibility appraisals in young people.
Everyday adaptive responsibilities are considered to develop in line with adaptive behaviours incrementally across the developmental trajectory (Bulcroft et al., 1996). One aim of the current study was to further assess the utility of the ARQ as a measure of adaptive responsibility in children and young people. Inflated responsibility is widely acknowledged to play a key role in the presence and maintenance of OCD, with positive relationship between inflated responsibility and OC symptoms, a finding which has been consistently demonstrated and replicated across clinical and nonclinical groups of adults and children (see section 1.8.3). However, little research to date had focused on testing the origins and pathways to inflated responsibility.
The current study was adequately powered to detect a medium effect size for the relationships of interest, and the internal consistency of the measure combined with the normal distribution of scores on the ARQ measures highlighted the utility of the questionnaires as measures of adaptive responsibility in children and young people. Significant positive associations were also found for parent and young person ratings of adaptive responsibility indicating that scores increased together.
Statistical analyses found replicative evidence to support the inflated responsibility hypothesis, with strong positive associations between levels of child and adult ratings of inflated responsibility and OC symptoms. A significant positive association was also observed between parent and child ratings of inflated responsibility. Matched with the significant positive association observed between child and parent OC symptoms and levels of interference from symptoms, these findings appear to support the clinical observations of Salkovskis et al. (1999) and highlight the familial nature of such appraisals and OC symptoms (Black et al., 2003; Pietrifesa et al., 2010). These findings also offer evidence to support a downward extension of adult cognitive models of OCD to children and young people, and the changing nature of associated appraisals across the developmental trajectory (Farrell & Barrett, 2006). The findings of the current research are however limited in their generalisability due to the correlational design of the study and methodological flaws.
However, adaptive responsibility was not associated with either inflated responsibility or OC symptoms. This was the case for both child and parent ratings of adaptive responsibility. It was therefore not possible to explore how levels of adaptive responsibility may predict or mediate levels of OC symptoms. No significant differences were found in levels of OC symptoms or interference from OC symptoms, between groups scoring high or low in levels of adaptive responsibility. There were also no significant differences found in mean adaptive responsibility scores for groups scoring high or low in levels of OC symptoms or interference from symptoms. Finally, there were also no significant differences between mean adaptive responsibility scores between groups scoring high or low in levels of inflated responsibility. This set of findings offers evidence to the contrary of pathways (one and three) leading to inflated responsibility hypothesised by Salkovskis et al. (1999), and OC symptoms (Coles & Schofield, 2008).
Overall, these findings appear too highlight the complex nature of the origins and developmental pathways to inflated responsibility and OC symptoms. From the current findings it would appear that experiences of insufficient or excessive amounts of adaptive responsibility may not, in isolation, be implicated. However, childhood responsibility is a complex concept and difficult to clearly define (Warton & Goodnow, 1991). The study may be flawed by the limited conceptualisation of adaptive responsibility used, or it may benefit from being replicated in larger samples whilst measuring other related factors hypothesised to be implicated in the development of adaptive and inflated responsibility. These may include a range of other family or environmental factors, such as significant life events with negative outcome. Lawrence and Williams (2011) suggested pathways four and five (proposed by Salkovskis et al. 1999) to be implicated in combination with IR in the development of OC symptoms, and it seems likely that a complex interaction or accumulation of experiences from these pathways may be responsible for the development of IR and OC symptoms, rather than them acting in isolation alone.
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Summary Table of Literature Search Results
Study/Author(s)	Sample Type	Participants (N)	Age (years)
Mather & Cartwright-Hatton (2004)	Non-clinical	166	13-17
Magnusdottir & Smari (2004)	Non-clinical	202 	10-14
Matthews, Reynolds, & Derisley (2006)	Non-clinical	223	13-16
Reeves, Reynolds, Coker, & Williams (2010)	Non-clinical	81	9-12
Williams, Salkovskis, Forrester, & Allsopp (2002)	Clinical	6	12-17
Barrett & Healy-Farrell (2003)	Clinical	43	7-17
Farrell & Barrett (2006)	Clinical	111 	6-66
Lewin, Caporino, Murphy, Geffeken, & Storch (2010)	Clinical	89 	8-17
Pietrefesa, Schofield, Whiteside, Sochting, & Coles (2010)	Clinical	28	9-17
Barrett & Healy (2003)	Mixed	59	7-13
Libby, Reynolds, Derisley, & Clark (2004)	Mixed	118	11-18



































Information about your family:
How many people live in your household:

Do you have any brothers or sisters:	Yes ☐/ No☐

If yes, how many and how old are they? 

PIN Number (for researcher use only): 
PART 1
	The following questions are about the responsibilities that you have. 
	The questions are for young people aged 11-16 years. 
	Some of the items may seem too basic and others may seem too advanced. 
	Please tick on the box of the most appropriate answer, based on how you are currently (e.g. over the past month). 
	Please answer all of the questions. There are no right or wrong answers.
EARNING & MANAGING MONEY
I earn pocket money (e.g. by doing household chores)	Yes / No☐      ☐
I have a paper round	Yes / No☐      ☐
I have a Saturday jobIf ‘Yes’, please say how many hours you work per week 	Yes / No☐      ☐
I have control of my own bank account	Yes / No☐      ☐
I have a debit card	Yes / No☐      ☐
I pay fines out of my own money (e.g. overdue DVDs/library books)	Yes / No☐      ☐
I plan for the future (e.g. save some of my pocket money/ wage each week)	Yes / No☐      ☐
I use my own money to buy items that are not essential (e.g. magazines, clothes, etc.)	Yes / No☐      ☐
I manage my pocket money/ wage over the month (e.g. I do not spend it all on the first day)	Yes / No☐      ☐
I find the best price for an item I want to buy	Yes / No☐      ☐
I check the change is correct when I am out shopping	Yes / No☐      ☐
I get into debt (e.g. I regularly owe my friends/family money)	Yes / No☐      ☐
HOUSE & PERSONAL BELONGINGS
I cook basic meals without supervision (e.g. beans on toast)	Yes / No☐      ☐
I cook complicated meals without supervision (e.g. full meals)	Yes / No☐      ☐
In general, I clean up after myself	Yes / No☐      ☐
In general, I take care of my belongings	Yes / No☐      ☐
I often lose things	Yes / No☐      ☐
I regularly complete household chores	Yes / No☐      ☐

If Yes, please tick which of the following tasks you do regularly: 
Gardening	☐	Dusting		☐		Hoovering	☐
Making my bed	☐	Folding clothes	☐		Mending clothes ☐
Washing clothes ☐	Putting the bins out ☐		Ironing	☐
Washing the car ☐	Setting the table ☐		DIY	☐	
Tidying my room ☐	Changing bedsheets ☐
Washing the dishes/Loading dishwasher	☐	Cleaning the bathroom ☐




I remember my family’s and friends’ birthdays	Yes / No☐      ☐
I would take part in a fundraising event (e.g. Sport Relief)	Yes / No☐      ☐
I take actions to help care for the environment (e.g. recycle)	Yes / No☐      ☐
I am polite (e.g. regularly say ‘please’ and ‘thank you’)	Yes / No☐      ☐
I take responsibility for my own actions (e.g. apologise for doing wrong)	Yes / No☐      ☐
I respect other people’s property	Yes / No☐      ☐
I would report bullying	Yes / No☐      ☐
I would report criminal behaviour	Yes / No☐      ☐
I would go to the police/report to a teacher if I found a purse/wallet	Yes / No☐      ☐

PLANNING
I am organised	Yes / No☐      ☐
I get my school books ready to take to school	Yes / No☐      ☐
I can prioritise what I need to do (e.g. I do the most important things first)	Yes / No☐      ☐
I often leave things to the last minute	Yes / No☐      ☐
I return borrowed items on time (e.g. DVDs, library books) 	Yes / No☐      ☐
I plan when to do my homework	Yes / No☐      ☐
I get my homework done and handed in on time	Yes / No☐      ☐
I organise my own transport (e.g. look at bus timetables)	Yes / No☐      ☐
I am prompt (e.g. get to school lessons/ appointments/ social meetings on time)	Yes / No☐      ☐
I keep to my curfew time (e.g. come home when agreed)	Yes / No☐      ☐
RESPONSIBILITY FOR OTHERS
I babysit for my brother(s)/ sister(s) and/ or others	Yes / No☐      ☐
In general, I look after and care for my friends	Yes / No☐      ☐
I return phone messages (e.g. left for people in my family)	Yes / No☐      ☐
I am a school prefect/ form leader/ other similar role	Yes / No☐      ☐
I am a sports captain	Yes / No☐      ☐
I look after pets 	Yes / No☐      ☐
If your family does not have a pet, please tick here☐
If ‘Yes’, please tick which of the following tasks you regularly complete: 
Cleaning the rabbit hutch/ fish tank (or similar)☐
Walking the dog	☐	Grooming the pet 	☐                  




I own and use my own house key	Yes / No☐      ☐
I often make my own packed lunch	Yes / No☐      ☐
I know how to find a phone number(e.g. in the Yellow Pages)	Yes / No☐      ☐

I need help from an adult when:
Getting out of bed in the morning	Yes / No☐      ☐
Getting to school in the morning	Yes / No☐      ☐
Coming home from school	Yes / No☐      ☐
I am alone in the house in the daytime	Yes / No☐      ☐
I am alone in the house in the evening (after dark)	Yes / No☐      ☐
I am out with friends in the daytime (e.g. going into the town/city)	Yes / No☐      ☐
I am out with friends in the evening/night-time (e.g. cinema, under 18’s disco)	Yes / No☐      ☐
Going to a one-day event outside of the local area (e.g. football match, day out in London)	Yes / No☐      ☐
Using public transport in the local area	Yes / No☐      ☐
Using public transport in the wider area (e.g. outside the county)	Yes / No☐      ☐
Packing my schoolbag	Yes / No☐      ☐
Packing my case when going on holiday	Yes / No☐      ☐
Asking a shop assistant for help if I need it	Yes / No☐      ☐
Ordering my own meal in a restaurant	Yes / No☐      ☐

SELF-CARE & HEALTH
I cross the road appropriately and safely	Yes / No☐      ☐
I use safety equipment when I need to (e.g. wearing a helmet when cycling)	Yes / No☐      ☐
I go to get a haircut on my own	Yes / No☐      ☐
I go in to see the doctor/dentist on my own	Yes / No☐      ☐
I regularly take a shower/bath and keep myself clean	Yes / No☐      ☐
I know who to contact in an emergency 	Yes / No☐      ☐
I eat a balanced diet	Yes / No☐      ☐
I wear appropriate and clean clothing	Yes / No☐      ☐
I exercise regularly	Yes / No☐      ☐
I smoke	Yes / No☐      ☐
I drink alcohol	Yes / No☐      ☐


If yes, please say: 
Where you drink
When you drink
How much you drink: 

CHOICE
I choose what to wear	Yes / No☐      ☐
I choose my hair style	Yes / No☐      ☐
I choose my own clothes to buy	Yes / No☐      ☐
I choose my own books in the library	Yes / No☐      ☐
I choose which film to watch in the cinema	Yes / No☐      ☐
I help choose where to go for a family meal/day out	Yes / No☐      ☐
I choose my own meal in a restaurant	Yes / No☐      ☐
I choose my curfew time	Yes / No☐      ☐
I choose my bedtime during the week	Yes / No☐      ☐
I choose my bedtime at weekends	Yes / No☐      ☐













In Part 2 there are several questions that we would like you to answer. Read each sentence carefully and tell us how much it has happened to you in the last month.
If it never happens to you, tick on the box by the word “never.”
If it sometimes happens to you, tick on the box by the word “sometimes.”
If it happens to you almost always, tick on the box by the word “always.”
This is not a test, so there are no right and wrong answers.

I think about bad things and can’t stop.
Never☐	Sometimes☐	Always☐
I feel I must wash and clean over and over again.
Never☐	Sometimes☐	Always☐
I collect so much stuff that it gets in the way.
Never☐	Sometimes☐	Always☐
I check many things over and over again.
Never☐	Sometimes☐	Always☐

After I have done things, I’m not sure if I really did them.
Never☐	Sometimes☐	Always☐
I need to count while I do things.
Never☐	Sometimes☐	Always☐
I collect things I don’t really need.
Never☐	Sometimes☐	Always☐

I get upset if my stuff is not in the right order.
Never☐	Sometimes☐	Always☐
I get behind in my school work because I repeat things over and over again.
Never☐	Sometimes☐	Always☐
I worry a lot about things being clean.
Never☐	Sometimes☐	Always☐
I’m upset by bad thoughts.
Never☐	Sometimes☐	Always☐
I have to say some numbers over and over.
Never☐	Sometimes☐	Always☐
Even after I’m done, I still worry that I didn’t finish things.
Never☐	Sometimes☐	Always☐
I get upset by bad thoughts that pop into my head when I don’t want them to.
Never☐	Sometimes☐	Always☐
I check doors, windows, and drawers over and over again.
Never☐	Sometimes☐	Always☐
I don’t throw things away because I’m afraid I might need them later.
Never☐	Sometimes☐	Always☐




If a bad thought comes into my head, I need to say certain things over and over.
Never☐	Sometimes☐	Always☐
I need things to be in a certain way.
Never☐	Sometimes☐	Always☐

Even when I do something very carefully, I don’t think I did it right.
Never☐	Sometimes☐	Always☐
I wash my hands more than other kids.
Never☐	Sometimes☐	Always☐

END OF PART 2
PART 3
For each of the following statements please tick the box which fits best.
If your answer is yes, please specify:
0    –    This habit does not stop me from doing other things I want to do
1    –    This stops me a little or wastes a little of my time
2    –    This stops me from doing other things or wastes some of my time




Do you often feel like you have to do certain things even though you don’t really have to?	☐	☐	☐	☐	☐
Do thoughts or words ever keep going over and over in your mind?	☐	☐	☐	☐	☐
Do you have to check things several times?	☐	☐	☐	☐	☐
Do you hate dirt and dirty things?	☐	☐	☐	☐	☐
Do you ever feel that if something has been used or touched by someone else it is spoiled for you?	☐	☐	☐	☐	☐
Do you ever worry about being clean enough?	☐	☐	☐	☐	☐
Are you fussy about keeping your hands clean?	☐	☐	☐	☐	☐
When you put things away at night, do they have to be put away just right?	☐	☐	☐	☐	☐
Do you get angry if other students mess up your desk?	☐	☐	☐	☐	☐
Do you spend a lot of extra time checking your homework to make sure it is just right?	☐	☐	☐	☐	☐
Do you ever have to do things over and over a certain number of times before they seem quite right?	☐	☐	☐	☐	☐

Do you ever have to count several times or go through numbers in your head?	☐	☐	☐	☐	☐
Do you ever have trouble finishing your school work or chores because you have to do something over and over again?	☐	☐	☐	☐	☐
Do you have a favourite or special number that you like to count up to a lot or do things just that number of times?	☐	☐	☐	☐	☐
Do you often have a bad conscience because you’ve done something even though no-one else thinks it’s bad?	☐	☐	☐	☐	☐
Do you worry a lot if you’ve done something not exactly the way you like?	☐	☐	☐	☐	☐
Do you ever have trouble making up your mind?	☐	☐	☐	☐	☐
Do you ever go over things a lot that you have done because you aren’t sure that they were the right things to do?	☐	☐	☐	☐	☐
Do you ever move or talk in just a special way to avoid bad luck?	☐	☐	☐	☐	☐
Do you have special numbers or word you say, just because it keeps bad luck away or bad things away?	☐	☐	☐	☐	☐

END OF PART 3

PART 4
For each of the following statements please tick on the box which fits best.


















































































END OF PART 4

PLEASE SEAL YOUR QUESTIONNAIRE BOOKLET IN THE ENVELOPE PROVIDED MARKED ‘YOUNG PERSON QUESTIONNAIRE’ AND PASS IT ON TO YOUR PARENT TAKING PART TO RETURN WITH THEIR QUESTIONNAIRE.

THANK YOU FOR TAKING PART


































Information about your family:
How many people live in your household:
Do you have any other children:	Yes ☐/ No☐







PIN (for researcher use only)
PART 1
	The following questions are about the RESPONSIBILITIES THAT YOUR SON/DAUGHTER HOLDS. Please complete all of the questions.
	The questions are for young people aged 11-16 years. Some of the questions may seem basic whilst others will seem more advanced. There are no right or wrong answers.
	Please tick the box of the most appropriate answer, based on how you perceive your child to be currently (e.g. over the past month).

EARNING & MANAGING MONEY
My child earns pocket money (e.g. through household chores)	Yes \ No☐      ☐
My child has a paper round	Yes \ No☐      ☐
My child has a Saturday job	Yes \ No☐      ☐
If yes, please state how many hours per week ………………………	
My child has control of their own bank account	Yes \ No☐      ☐
My child has a debit card	Yes \ No☐      ☐
My child pays fines out of their own money (e.g. overdue DVDs/library books)	Yes \ No☐      ☐
My child plans for the future (e.g. saves some of their pocket money/wage each week)	Yes \ No☐      ☐
My child uses their own money to buy items that are not essential (e.g. magazine subscription, clothes, etc.)	Yes \ No☐      ☐
My child manages their pocket money/wage over the month (e.g. does not spend it all on the first day)	Yes \ No☐      ☐
My child finds the best price for an item they want to buy	Yes \ No☐      ☐
My child checks the change is correct when they are out shopping	Yes \ No☐      ☐
My child gets into debt (e.g. regularly owes friends/family money)	Yes \ No☐      ☐
HOUSE & PERSONAL BELONGINGS

My child often loses things	Yes \ No☐      ☐
My child cooks basic meals without supervision (e.g. beans on toast)	Yes \ No☐      ☐
My child cooks complicated meals without supervision (e.g. full meals)	Yes \ No☐      ☐
In general, my child cleans up after themself	Yes \ No☐      ☐
In general, my child takes care of their belongings	Yes \ No☐      ☐
My child regularly completes household chores	Yes \ No☐      ☐
If Yes, please tick the following tasks your child regularly completes: 
Gardening ☐	Dusting	☐	Hoovering ☐	DIY ☐Making their bed ☐
Folding clothes ☐	Putting the bins out ☐	Mending clothes ☐
Ironing ☐	Washing clothes ☐	Washing the car ☐
Changing bedsheets ☐	Tidying my room ☐	Setting the table ☐ 
Washing the dishes/Loading dishwasher	☐	Cleaning the bathroom☐ 
Helping at the supermarket ☐	Putting clothes away ☐ 
Other:
SOCIAL RESPONSIBILITY
My child remembers their family’s and friends’ birthdays	Yes \ No☐       ☐
My child would take part in a fundraising event (e.g. Sport Relief)	Yes \ No☐       ☐
My child takes actions to help care for the environment (e.g. recycle)	Yes \ No☐       ☐
My child is polite (e.g. regularly says ‘please’ and ‘thank you’)	Yes \ No☐       ☐
My child takes responsibility for their own actions(e.g. apologises for doing wrong)	Yes \ No☐       ☐
My child respects other people’s property	Yes \ No☐       ☐
My child would report bullying	Yes \ No☐       ☐
My child would report criminal behaviour	Yes \ No☐       ☐
My child would go to the police/report to a teacher if they found a purse/wallet	Yes \ No☐       ☐
PLANNING
My child is organised	Yes \ No☐       ☐
My child gets their school books ready to take to school	Yes \ No☐       ☐
My child can prioritise what they need to do (e.g. does the most important things first)	Yes \ No☐       ☐
My child often leaves things to the last minute	Yes \ No☐       ☐
My child returns borrowed items (e.g. DVDs, library books) on time	Yes \ No☐       ☐
My child plans when they do their homework	Yes \ No☐       ☐
My child gets their homework done and handed in on time	Yes \ No☐       ☐
My child organises their own transport (e.g. looks at bus timetables)	Yes \ No☐       ☐
My child is prompt (e.g. gets to school lessons/appointments/social meetings on time)	Yes \ No☐       ☐
My child keeps to their curfew time (e.g. comes home when agreed)	Yes \ No☐       ☐

RESPONSIBILITY FOR OTHERS
My child babysits for their brother(s)/sister(s) and/or others	Yes \ No☐       ☐
In general, my child looks after and cares for their friends	Yes \ No☐       ☐
My child returns phone messages (e.g. left for people in their family)	Yes \ No☐       ☐
My child is a school prefect/form leader/other similar role	Yes \ No☐       ☐
If so please specify
My child is a sports captain	Yes \ No☐       ☐
My child looks after pets 	Yes \ No☐       ☐

If your family does not have a pet, please tick here ☐
If Yes, please tick which of the following tasks your child regularly completes: 
Cleaning the rabbit hutch/fish tank (or similar) ☐
Walking the dog ☐	Grooming the pet  ☐                  




My child owns and uses their own house key	Yes \ No☐       ☐
My child often makes their own packed lunch	Yes \ No☐       ☐
My child knows how to find a phone number (e.g. in the Yellow Pages)	Yes \ No☐       ☐
My child needs help from an adult when:
Getting out of bed in the morning	Yes \ No☐       ☐
Getting to school in the morning	Yes \ No☐       ☐
Coming home from school	Yes \ No☐       ☐
They are alone in the house in the daytime	Yes \ No☐       ☐
They are alone in the house in the evening (after dark)	Yes \ No☐       ☐
They are out with friends in the daytime (e.g. going into the town/city)	Yes \ No☐       ☐
They are out with friends in the evening/night-time(e.g. cinema, under 18’s disco)	Yes \ No☐       ☐
Going to a one-day event outside of the local area(e.g. football match, day out in London)	Yes \ No☐       ☐
Using public transport in the local area	Yes \ No☐       ☐
Using public transport in the wider area (e.g. outside the county)	Yes \ No☐       ☐
Packing their schoolbag	Yes \ No☐       ☐
Packing their case when going on holiday	Yes \ No☐       ☐
Asking a shop assistant for help if they need it	Yes \ No☐       ☐
Ordering their own meal in a restaurant	Yes \ No☐       ☐
SELF-CARE & HEALTH

My child crosses the road appropriately and safely	Yes \ No☐      ☐
My child uses safety equipment when they need to(e.g. wears a helmet when cycling)	Yes \ No☐       ☐
My child goes to get a haircut on their own	Yes \ No☐       ☐
My child goes in to see the doctor/dentist on their own	Yes \ No☐       ☐
My child regularly takes a shower/bath and keeps themself clean	Yes \ No☐       ☐
My child knows who to contact in an emergency 	Yes \ No☐       ☐
My child eats a balanced diet	Yes \ No☐       ☐
My child wears appropriate and clean clothing	Yes \ No☐       ☐
My child exercises regularly	Yes \ No☐       ☐
My child smokes	Yes \ No☐       ☐
My child drinks alcohol	Yes \ No☐       ☐
If Yes, please say:
Where they drink
When they drink
How much they drink

CHOICE
My child chooses what to wear	Yes \ No☐      ☐
My child chooses their hair style	Yes \ No☐      ☐
My child chooses their own clothes to buy	Yes \ No☐      ☐
My child chooses their own books in the library	Yes \ No☐      ☐
My child chooses which film to watch in the cinema	Yes \ No☐      ☐
My child helps choose where to go for a family meal/day out	Yes \ No☐      ☐
My child chooses their own meal in a restaurant	Yes \ No☐      ☐
My child chooses their curfew time	Yes \ No☐      ☐
My child chooses their bedtime during the w week	Yes \ No☐      ☐
My child chooses their bedtime at weekends	Yes \ No☐      ☐





The following statements refer to experiences that many people have in their everyday lives. These questions refer to YOU not your child.

Tick the box of the number that best describes HOW MUCH that experience has DISTRESSED or BOTHERED you during the PAST MONTH. 

Please tick only ONE box for each question
The numbers refer to the following verbal labels:
0	1	2	3	4
Not at all	A little	Moderately	A lot	Extremely

I have saved up so many things that they get in the way.	0☐	1☐	2☐	3☐	4☐
I check things more often than necessary.	0☐	1☐	2☐	3☐	4☐
I get upset if objects are not arranged properly.	0☐	1☐	2☐	3☐	4☐
I feel compelled to count while I am doing things.	0☐	1☐	2☐	3☐	4☐
I find it difficult to touch an object when I know it has been touched by strangers or certain people.	0☐	1☐	2☐	3☐	4☐
I find it difficult to control my own thoughts.	0☐	1☐	2☐	3☐	4☐
I collect things I don’t need.	0☐	1☐	2☐	3☐	4☐
I repeatedly check doors, windows, drawers etc.	0☐	1☐	2☐	3☐	4☐
I get upset if others change the way I have arranged things.	0☐	1☐	2☐	3☐	4☐
I feel I have to repeat certain numbers.	0☐	1☐	2☐	3☐	4☐
I sometimes have to wash or clean myself simply because I feel contaminated	0☐	1☐	2☐	3☐	4☐
I am upset by unpleasant thoughts that come into my mind against my will.	0☐	1☐	2☐	3☐	4☐
I avoid throwing things away because I am afraid I might need them later.	0☐	1☐	2☐	3☐	4☐
I repeatedly check gas/water taps/light switches after turning them off.	0☐	1☐	2☐	3☐	4☐
I need things to be arranged in a particular order.	0☐	1☐	2☐	3☐	4☐
I feel that there are good and bad numbers.	0☐	1☐	2☐	3☐	4☐
I wash my hands more often and longer than necessary.	0☐	1☐	2☐	3☐	4☐
I frequently get nasty thoughts and have difficulty in getting rid of them.	0☐	1☐	2☐	3☐	4☐
END OF PART 2

PART 3
For each of the following statements please tick the box for the response which fits best for YOU, not your child.
1. I often feel responsible for things which go wrong.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
2. If I don’t act when I see danger coming, then I am to blame for any consequences if it happens.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
3. I am too sensitive to feeling responsible for things going wrong.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
4. If I think bad things, this is as bad as doing bad things.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐





6. To me, not acting to prevent disaster is as bad as making disaster happen.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
7. If I know that harm is possible, I should always try to prevent it, however unlikely it seems.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
8. I must always think through the consequences of even the smallest actions.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
9. I often take responsibility for things which other people don’t think are my fault.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
10. Everything I do can cause serious problems.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
11. I am often close to causing harm.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

12. I must protect others from harm.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
13. I should never cause even the slightest harm to others.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

14. I will be punished for my actions.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
15. If I can have even a slight influence on things going wrong, then I must act to prevent it.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
16. To me, not acting where disaster is a slight possibility is as bad as making that disaster happen.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
17. For me, even slight carelessness is unforgiveable when it might affect other people.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
18. In all kinds of daily situations my inactivity can cause as much harm as deliberate bad actions.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
19. Even if harm is a very unlikely possibility, I should always try to prevent it at any cost.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

20. Once I think it is possible that I have caused harm, I can’t forgive myself.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
21. Many of my past actions have been intended to prevent harm to others.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐





23. Other people should not rely on my judgement.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

24. If I cannot be certain I am blameless, I feel that I am to blame.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
25. If I take sufficient care, then I can prevent any harmful accidents. 
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
26. I often think that bad things will happen if I am not careful enough.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
END OF PART 3

YOUR CHILD HAS BEEN ASKED TO SEAL THEIR QUESTIONNAIRE BOOKLET IN THE BLANK ENVELOPE THEY WERE PROVIDED WITH THEIR BOOKLET, AND THEN TO RETURN IT TO YOU.

PLEASE PLACE BOTH YOUR COMPLETED QUESTIONNAIRE BOOKLET AND YOUR CHILD’S ENVELOPE INTO THE STAMPED ADDRESSED RETURN ENVELOPE PROVIDED AND RETURN TO THE RESEARCHER.

THANK YOU FOR TAKING PART



















Information about your family:
How many people live in your household:
Do you have any brothers or sisters:	Yes / No
If yes, how many and how old are they?

	The following questions are about the responsibilities that you have. 
	The questions are for young people aged 11-16 years. 
	Some of the items may seem too basic and others may seem too advanced. 
	Please circle the most appropriate answer, based on how you are currently (e.g. over the past month). 
	Please answer all of the questions. There are no right or wrong answers.

EARNING & MANAGING MONEY
I earn pocket money (e.g. by doing household chores)	Yes / No
I have a paper round	Yes / No
I have a Saturday jobIf ‘Yes’, please say how many hours you work per week ..........	Yes / No
I have control of my own bank account	Yes / No
I have a debit card	Yes / No
I pay fines out of my own money (e.g. overdue DVDs/library books)	Yes / No
I plan for the future (e.g. save some of my pocket money/ wage each week)	Yes / No
I use my own money to buy items that are not essential (e.g. magazines, clothes, etc.)	Yes / No
I manage my pocket money/ wage over the month (e.g. I do not spend it all on the first day)	Yes / No
I find the best price for an item I want to buy	Yes / No
I check the change is correct when I am out shopping	Yes / No
I get into debt (e.g. I regularly owe my friends/family money)	Yes / No
HOUSE & PERSONAL BELONGINGS
I cook basic meals without supervision (e.g. beans on toast)	Yes / No
I cook complicated meals without supervision (e.g. full meals)	Yes / No
In general, I clean up after myself	Yes / No
In general, I take care of my belongings	Yes / No
I often lose things	Yes / No
I regularly complete household chores	Yes / No
If Yes, please tick which of the following tasks you do regularly: 
Gardening		[    ]		Dusting	[    ]	Hoovering		[    ]
Making my bed    	[    ]	Folding clothes	[    ] 	Mending clothes	[    ]
Washing clothes	[    ] Putting the bins out	[    ] 	Ironing		[    ]
Washing the car 	[    ]	Setting the table [    ]	DIY 		[    ]	
Tidying my room	[    ]			Changing bedsheets	[    ]
Washing the dishes/Loading dishwasher	[    ]	Cleaning the bathroom	[    ] 
Helping at the supermarket		[    ]	Putting clothes away	[    ]
	
Other (please write) ..................................................................

SOCIAL RESPONSIBILITY
I remember my family’s and friends’ birthdays	Yes / No
I would take part in a fundraising event (e.g. Sport Relief)	Yes / No
I take actions to help care for the environment (e.g. recycle)	Yes / No
I am polite (e.g. regularly say ‘please’ and ‘thank you’)	Yes / No
I take responsibility for my own actions (e.g. apologise for doing wrong)	Yes / No
I respect other people’s property	Yes / No
I would report bullying	Yes / No
I would report criminal behaviour	Yes / No
I would go to the police/report to a teacher if I found a purse/wallet	Yes / No

PLANNING
I am organised	Yes / No
I get my school books ready to take to school	Yes / No
I can prioritise what I need to do (e.g. I do the most important things first)	Yes / No
I often leave things to the last minute	Yes / No
I return borrowed items on time (e.g. DVDs, library books) 	Yes / No
I plan when to do my homework	Yes / No
I get my homework done and handed in on time	Yes / No
I organise my own transport (e.g. look at bus timetables)	Yes / No
I am prompt (e.g. get to school lessons/ appointments/ social meetings on time)	Yes / No
I keep to my curfew time (e.g. come home when agreed)	Yes / No

RESPONSIBILITY FOR OTHERS
I babysit for my brother(s)/ sister(s) and/ or others	Yes / No
In general, I look after and care for my friends	Yes / No
I return phone messages (e.g. left for people in my family)	Yes / No
I am a school prefect/ form leader/ other similar role(please specify:	 .......................................................)	Yes / No
I am a sports captain	Yes / No
I look after pets 	Yes / No

If your family does not have a pet, please tick here	[    ]
If ‘Yes’, please tick which of the following tasks you regularly complete: 
Cleaning the rabbit hutch/ fish tank (or similar)		[    ]
Walking the dog	[    ]	Grooming the pet 	[    ]                  
Feeding the pet	[    ]	Taking the pet to the vet	[    ]
Other (please specify) ...................................................................

INDEPENDENCE
I own and use my own house key	Yes / No
I often make my own packed lunch	Yes / No
I know how to find a phone number (e.g. in the Yellow Pages)	Yes / No
I need help from an adult when:
Getting out of bed in the morning	Yes / No
Getting to school in the morning	Yes / No
Coming home from school	Yes / No
I am alone in the house in the daytime	Yes / No
I am alone in the house in the evening (after dark)	Yes / No
I am out with friends in the daytime (e.g. going into the town/city)	Yes / No
I am out with friends in the evening/night-time (e.g. cinema, under 18’s disco)	Yes / No
Going to a one-day event outside of the local area (e.g. football match, day out in London)	Yes / No
Using public transport in the local area	Yes / No
Using public transport in the wider area (e.g. outside the county)	Yes / No
Packing my schoolbag	Yes / No
Packing my case when going on holiday	Yes / No
Asking a shop assistant for help if I need it	Yes / No
Ordering my own meal in a restaurant	Yes / No

SELF-CARE & HEALTH
I cross the road appropriately and safely	Yes / No
I use safety equipment when I need to (e.g. wearing a helmet when cycling)	Yes / No
I go to get a haircut on my own	Yes / No
I go in to see the doctor/dentist on my own	Yes / No
I regularly take a shower/bath and keep myself clean	Yes / No
I know who to contact in an emergency 	Yes / No
I eat a balanced diet	Yes / No
I wear appropriate and clean clothing	Yes / No
I exercise regularly	Yes / No
I smoke	Yes / No
I drink alcohol	Yes / No
If yes, please say:
Where you drink………………………………………………………………………………
When you drink……………………………………………………………………………
How much you drink…………………………………………………………………

CHOICE
I choose what to wear	Yes / No
I choose my hair style	Yes / No
I choose my own clothes to buy	Yes / No
I choose my own books in the library	Yes / No
I choose which film to watch in the cinema	Yes / No
I help choose where to go for a family meal/day out	Yes / No
I choose my own meal in a restaurant	Yes / No
I choose my curfew time	Yes / No
I choose my bedtime during the week	Yes / No





Information about your family:
How many people live in your household:
Do you have any other children:		Yes / No
If yes, how many and how old are they?
	The following questions are about the RESPONSIBILITIES THAT YOUR SON/DAUGHTER HOLDS. Please try to complete all of the questions.
	The questions are for young people aged 11-16 years. Some of the questions may seem basic whilst others will seem more advanced. There are no right or wrong answers.
	Please circle the most appropriate answer, based on how you perceive your child to be currently (e.g. over the past month). Please mark any questions that you do not understand with a cross [x].
EARNING & MANAGING MONEY
My child earns pocket money (e.g. through household chores)	Yes \ No
My child has a paper round	Yes \ No
My child has a Saturday job	Yes \ No
If yes, please state how many hours per week ………………………	
My child has control of their own bank account	Yes \ No
My child has a debit card	Yes \ No
My child pays fines out of their own money(e.g. overdue DVDs/library books)	Yes \ No
My child plans for the future(e.g. saves some of their pocket money/wage each week)	Yes \ No
My child uses their own money to buy items that are not essential(e.g. magazine subscription, clothes, etc.)	Yes \ No
My child manages their pocket money/wage over the month(e.g. does not spend it all on the first day)	Yes \ No
My child finds the best price for an item they want to buy	Yes \ No
My child checks the change is correct when they are out shopping	Yes \ No
My child gets into debt (e.g. regularly owes friends/family money)	Yes \ No

HOUSE & PERSONAL BELONGINGS
My child often loses things	Yes \ No
My child cooks basic meals without supervision (e.g. beans on toast)	Yes \ No
My child cooks complicated meals without supervision (e.g. full meals)	Yes \ No
In general, my child cleans up after themself	Yes \ No
In general, my child takes care of their belongings	Yes \ No
My child regularly completes household chores	Yes \ No
If Yes, please tick which of the following tasks your child regularly completes: 
Gardening	[    ]	Dusting	[    ]	Hoovering	[    ]	DIY 	[    ]
Making my bed    [    ]	Folding clothes	[    ] 	Putting the bins out	[    ]
Mending clothes	[    ]		Ironing	[    ]	Washing clothes	[    ]
Washing the car 	[    ]	Changing bedsheets 		[    ] 
Tidying my room	[    ]	Setting the table 			[    ] 
Washing the dishes/Loading dishwasher	[    ]	Cleaning the bathroom	[    ] 
Helping at the supermarket		[    ]	Putting clothes away	[    ] 
Other (please specify) ...................................................................	

SOCIAL RESPONSIBILITY
My child remembers their family’s and friends’ birthdays	Yes \ No
My child would take part in a fundraising event (e.g. Sport Relief)	Yes \ No
My child takes actions to help care for the environment (e.g. recycle)	Yes \ No
My child is polite (e.g. regularly says ‘please’ and ‘thank you’)	Yes \ No
My child takes responsibility for their own actions(e.g. apologises for doing wrong)	Yes \ No
My child respects other people’s property	Yes \ No
My child would report bullying	Yes \ No
My child would report criminal behaviour	Yes \ No
My child would go to the police/report to a teacher if they found a purse/wallet	Yes \ No

PLANNING
My child is organised	Yes \ No
My child gets their school books ready to take to school	Yes \ No
My child can prioritise what they need to do (e.g. does the most important things first)	Yes \ No
My child often leaves things to the last minute	Yes \ No
My child returns borrowed items (e.g. DVDs, library books) on time	Yes \ No
My child plans when they do their homework	Yes \ No
My child gets their homework done and handed in on time	Yes \ No
My child organises their own transport (e.g. looks at bus timetables)	Yes \ No
My child is prompt (e.g. gets to school lessons/appointments/social meetings on time)	Yes \ No
My child keeps to their curfew time (e.g. comes home when agreed)	Yes \ No
RESPONSIBILITY FOR OTHERS
My child babysits for their brother(s)/sister(s) and/or others	Yes \ No
In general, my child looks after and cares for their friends	Yes \ No
My child returns phone messages (e.g. left for people in their family)	Yes \ No
My child is a school prefect/form leader/other similar role (please specify:....................................................................... )	Yes \ No
My child is a sports captain	Yes \ No
My child looks after pets 	Yes \ No
If your family does not have a pet, please tick here	[    ]
If Yes, please tick which of the following tasks your child regularly completes: 
Cleaning the rabbit hutch/fish tank (or similar)		[    ]
Walking the dog	[    ]	Grooming the pet 	[    ]                  
Feeding the pet	[    ]	Taking the pet to the vet	[    ]
Other (please specify) .............................................................

INDEPENDENCE
My child owns and uses their own house key	Yes \ No
My child often makes their own packed lunch	Yes \ No
My child knows how to find a phone number (e.g. in the Yellow Pages)	Yes \ No
My child needs help from an adult when:
Getting out of bed in the morning	Yes \ No
Getting to school in the morning	Yes \ No
Coming home from school	Yes \ No
They are alone in the house in the daytime	Yes \ No
They are alone in the house in the evening (after dark)	Yes \ No
They are out with friends in the daytime (e.g. going into the town/city)	Yes \ No
They are out with friends in the evening/night-time(e.g. cinema, under 18’s disco)	Yes \ No
Going to a one-day event outside of the local area(e.g. football match, day out in London)	Yes \ No
Using public transport in the local area	Yes \ No
Using public transport in the wider area (e.g. outside the county)	Yes \ No
Packing their schoolbag	Yes \ No
Packing their case when going on holiday	Yes \ No
Asking a shop assistant for help if they need it	Yes \ No




My child crosses the road appropriately and safely	Yes \ No
My child uses safety equipment when they need to(e.g. wears a helmet when cycling)	Yes \ No
My child goes to get a hair cut on their own	Yes \ No
My child goes in to see the doctor/dentist on their own	Yes \ No
My child regularly takes a shower/bath and keeps themself clean	Yes \ No
My child knows who to contact in an emergency 	Yes \ No
My child eats a balanced diet	Yes \ No
My child wears appropriate and clean clothing	Yes \ No
My child exercises regularly	Yes \ No
My child smokes	Yes \ No
My child drinks alcohol	Yes \ No






My child chooses what to wear	Yes \ No
My child chooses their hair style	Yes \ No
My child chooses their own clothes to buy	Yes \ No
My child chooses their own books in the library	Yes \ No
My child chooses which film to watch in the cinema	Yes \ No
My child helps choose where to go for a family meal/day out	Yes \ No
My child chooses their own meal in a restaurant	Yes \ No
My child chooses their curfew time	Yes \ No
My child chooses their bedtime during the week	Yes \ No




Table of Descriptive Data for Trial of the ARQ at Baseline and Four-Weeks-After-Baseline (Bowers, 2009)
	Baseline	4 weeks after baseline
	Min	Max	M	SD	Min	Max	M	SD















Do you often feel like you have to do certain things even though you don’t really have to?					
Do thoughts or words ever keep going over and over in your mind?					
Do you have to check things several times?					
Do you hate dirt and dirty things?					
Do you ever feel that if something has been used or touched by someone else it is spoiled for you?					
Do you ever worry about being clean enough?					
Are you fussy about keeping your hands clean?					
When you put things away at night, do they have to be put away just right?					
Do you get angry if other students mess up your desk?					
Do you spend a lot of extra time checking your homework to make sure it is just right?					
Do you ever have to do things over and over a certain number of times before they seem quite right?					
Do you ever have to count several times or go through numbers in your head?					
Do you ever have trouble finishing your school work or chores because you have to do something over and over again?					
Do you have a favourite or special number that you like to count up to a lot or do things just that number of times?					
Do you often have a bad conscience because you’ve done something even though no-one else thinks it’s bad?					
Do you worry a lot if you’ve done something not exactly the way you like?					
Do you ever have trouble making up your mind?					
Do you ever go over things a lot that you have done because you aren’t sure that they were the right things to do?					
Do you ever move or talk in just a special way to avoid bad luck?					





On this page there are several questions that we want you to answer.
Read each sentence carefully and tell us how much it has happened to you in the last month. If it never happens to you, circle the word “never.”
If it sometimes happens to you, circle the word “sometimes.”
If it happens to you almost always, circle the word “always.”
This is not a test, so there are no right and wrong answers.






















































































































































































The following statements refer to experiences that many people have in their everyday lives. Circle the number that best describes HOW MUCH that experience has DISTRESSED or BOTHERED you during the PAST MONTH. The numbers refer to the following verbal labels:
0		1		2		3		4
     Not at all	         A little	     Moderately	          A lot	        Extremely

I have saved up so many things that they get in the way.	0	1	2	3	4
I check things more often than necessary.	0	1	2	3	4
I get upset if objects are not arranged properly.	0	1	2	3	4
I feel compelled to count while I am doing things.	0	1	2	3	4
I find it difficult to touch an object when I know it has been touched by strangers or certain people.	0	1	2	3	4
I find it difficult to control my own thoughts.	0	1	2	3	4
I collect things I don’t need.	0	1	2	3	4
I repeatedly check doors, windows, drawers etc.	0	1	2	3	4
I get upset if others change the way I have arranged things.	0	1	2	3	4
I feel I have to repeat certain numbers.	0	1	2	3	4
I sometimes have to wash or clean myself simply because I feel contaminated	0	1	2	3	4
I am upset by unpleasant thoughts that come into my mind against my will.	0	1	2	3	4
I avoid throwing things away because I am afraid I might need them later.	0	1	2	3	4
I repeatedly check gas/water taps/light switches after turning them off.	0	1	2	3	4
I need things to be arranged in a particular order.	0	1	2	3	4
I feel that there are good and bad numbers.	0	1	2	3	4
I wash my hands more often and longer than necessary.	0	1	2	3	4





1. I often feel responsible for things which go wrong.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

2. If I don’t act when I see danger coming, then I am to blame for any consequences if it happens.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

3. I am too sensitive to feeling responsible for things going wrong.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

4. If I think bad things, this is as bad as doing bad things.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

5. I worry a great deal about the effects of things which I do or don’t do.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

6. To me, not acting to prevent disaster is as bad as making disaster happen.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
7. If I know that harm is possible, I should always try to prevent it, however unlikely it seems.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

8. I must always think through the consequences of even the smallest actions.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

9. I often take responsibility for things which other people don’t think are my fault.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

10. Everything I do can cause serious problems.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

11. I am often close to causing harm.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

12. I must protect others from harm.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

13. I should never cause even the slightest harm to others.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐
14. I will be punished for my actions.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

15. If I can have even a slight influence on things going wrong, then I must act to prevent it.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

16. To me, not acting where disaster is a slight possibility is as bad as making that disaster happen.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

17. For me, even slight carelessness is unforgiveable when it might affect other people.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐







19. Even if harm is a very unlikely possibility, I should always try to prevent it at any cost.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

20. Once I think it is possible that I have caused harm, I can’t forgive myself.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

21. Many of my past actions have been intended to prevent harm to others.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

22. I have to make sure other people are protected from all the consequences of the things I do.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

23. Other people should not rely on my judgement.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

24. If I cannot be certain I am blameless, I feel that I am to blame.
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐

25. If I take sufficient care, then I can prevent any harmful accidents. 
TotallyAgree☐	AgreeVery Much☐	AgreeSlightly☐	Neutral☐	DisagreeSlightly☐	DisagreeVery Much☐	TotallyDisagree☐












C/o Doctoral Programme in Clinical Psychology
Postgraduate Research Office
Room 2.30 Elizabeth Fry Building













I am a trainee clinical psychologist undertaking my doctoral research thesis at the University of East Anglia. I am writing to enquire about the possibility of (school) being a potential recruitment site for my research. The research is looking at young people’s responsibility and well-being.

I am planning to ask young people (aged 11-16 years) and one of their parents to each fill in a questionnaire. The research has been successfully conducted before in schools across Norfolk.

I appreciate that schools are extremely busy, especially at this time of year, so the research has been designed to be mindful of this. The study would not require staff support or additional staff time.






Under the supervision of:
Peter Southam					Dr Siȃn Coker




Responsibility & Wellbeing            What kind of responsibilities do young people have?
We don’t know very much about how young people’s feelings are affected by the responsibilities they take on.
I’m looking for young people and parents to fill in questionnaires about responsibility and well-being and I’d like to invite you to take part.
You could help win £200 worth of books for your school!
If you’re interested, please contact me for an information sheet:
Pete Southam: pasuearesearch@gmail.com
Appendix L
Information Pack Cover Letters








I am writing to you about some research being conducted as part of my Doctorate in Clinical Psychology at the University of East Anglia (UEA). The research is looking at an understudied area about the impact of responsibility on wellbeing in young people.

I am looking for children (aged 11-16 years) and one of their parents to take part in the study by completing a set of questionnaires contained in a booklet about responsibility and wellbeing.

The research would involve you and a parent completing a questionnaire booklet which will take about 15-20 minutes. Both your answers and your parent’s will be anonymous. I am working under the guidance of a qualified clinical psychologist. If you are interested in taking part in this research, please read the enclosed information. There is an information sheet for your parent included here also.

If you and your parent would like to take part, please sign the attached individual consent forms and return them together in the stamped addressed envelope provided.

Questionnaire booklets will then be distributed to you by either post or email. If you choose not to take part please return all forms blank in the envelope provided.





Peter Southam					Dr Sian Coker


























I am writing to you about some research being conducted as part of my Doctorate in Clinical Psychology at the University of East Anglia (UEA). The research is looking at an understudied area about the impact of responsibility on wellbeing in young people.

I am looking for children (aged 11-16 years) and one of their parents to take part in the study by completing a set of questionnaires contained in a booklet about responsibility and wellbeing.

The research would involve you and your child completing a questionnaire booklet which will take about 15-20 minutes. Both your answers and your child’s will be anonymous. I am working under the guidance of a qualified clinical psychologist. If you are interested in taking part in this research, please read the enclosed information. There is an information sheet for your child included here also.

If you and your child would like to take part, please sign the attached individual consent forms and return them together in the stamped addressed envelope provided.

Questionnaire booklets will then be distributed to you by either post or email. If you choose not to take part please return all forms blank in the envelope provided.







Peter Southam					Dr Sian Coker




Research Study: Responsibility and wellbeing in young people
You are invited to take part in a research study being run with (recruitment site name). It’s completely up to you whether take part or not. 
What’s it all about?
I am interested in finding out how much responsibility young people have, and whether this is related to how they feel (happy, sad, or worried).

Why have I been invited to take part?
As a young person, you are able to say how much responsibility you have and you can provide examples of this from everyday life. I will also be asking one of your parents if they would give their view on the amount of responsibility that you have. If you were to take part, the study is designed so that your parents will not be able to see your answers, and you will not be able to see your parent’s answers.

Do I have to take part?
Absolutely not! It’s completely up to you. If you decide later that you don’t want to take part anymore, that’s absolutely fine too, you can stop without having to give a reason.

What would I be asked to do if I did take part?
If you do choose to take part you will be asked to fill in a questionnaire booklet. It takes about 15minutes and involves ticking boxes. It is split into 3 sections. The first two sections are about some of the types of thoughts and feelings you may have, and the third section is about the types of responsibilities that you take on. Once you’ve finished, there will be a chance to find out more about the study.

Who will be able to see my responses?





Are there any risks in taking part?
There are no risks identified at this time in taking part. The study has been done before and there were no risks. If any of your answers were to worry me I would get in touch with you and your parents by post with some information that might be helpful. Your GP might be able to offer help too if it was necessary.

What if I need to speak to someone?
You can always contact my supervisor if you have any questions, queries or concerns.  Her contact details are below.

What are the benefits of taking part?
It’s an opportunity for you to take part in some research and you and your parent will receive a for a raffle ticket each for taking part. These tickets will be entered into a raffle for a chance of winning your school £200 of book tokens. 

How do I know it is safe to take part?
The Faculty of Medicine and Health Sciences Research Ethics Committee at the University of East Anglia has approved the study and said it is safe for people to take part.

What do I do now?




Peter Southam					Dr Sian Coker
Trainee Clinical Psychologist			Dept of Clinical Psychology










Research Study: Responsibility and wellbeing in young people
You are invited to take part in a research study being run with (recruitment site name). It’s completely up to you whether take part or not. 
What’s it all about?
Children and young people all have such different amounts of ‘everyday’ responsibilities at different ages. I am interested in finding out how much responsibility young people have, and whether this is related in some way to emotional wellbeing.

Why have I been invited to take part?
As a parent of a child 11-16 years, you are able to say how much responsibility you think your child has, and it is really helpful to hear both your perspective and your child’s. If you were to take part, the study is designed so that your child will not be able to see your answers, and you will not be able to see your child’s answers.

Do I have to take part?
The study is completely voluntary for both you and your childit is completely up to you and your child to decide whether you would like to take part. If you decide later that you don’t want to take part anymore, that’s absolutely fine too, you can stop without having to give a reason. 

What would I be asked to do if I did take part?
If you do choose to take part you will be asked to fill in a questionnaire booklet. It takes about 15minutes and involves ticking boxes. It is split into 3 sections. The first two sections are about your well being, thoughts and behaviours. The third section is about the types of responsibilities that your child takes on. Once you’ve finished, there will be a chance to find out more about the study.

Who will be able to see my responses?
Nobody except my supervisor and I will be able to see the information that you or your child provides. If you choose to take part you will be allocated a code number and so your name will not appear on any forms you or your child fill out. Only I will be able to identify you from your code number. Your code number will be stored with your name and contact details on an encrypted computer device in accordance with the Data Protection Act (1998). Questionnaires will be kept locked and safe for 5 years at the University of East Anglia in case we need to see them again.

Are there any risks in taking part?
There are no risks identified at this time in taking part. The study has been done before and there were no risks. If any of your, or your child’s answers were to concern  me, I would get in touch with you by post with some information that might be helpful. Your GP might be able to offer help too if it was necessary.

What if I need to speak to someone?
You can always contact me my supervisor if you have any questions, queries, or concerns. Her contact details are below.

How do I know it is safe to take part?
The Faculty of Medicine and Health Sciences Research Ethics Committee at the University of East Anglia has approved the study and said it is safe for people to take part.

What are the benefits of taking part?
It’s an opportunity for you and your child to take part in some research.  You and your child will also have a ticket each entered into a raffle for a chance to win £200 of book tokens for your child’s school. 

What do I do now?





Peter Southam					Dr Sian Coker
Trainee Clinical Psychologist			Dept of Clinical Psychology


















Young Person Consent Form
Research: Responsibility and Well-Being in Young People
Consent Form
Please put your initials in the boxes if you agree with the statements next to them:
	I have read and understood the information sheet provided by Peter Southam. I have had a chance to think about this information and ask any questions if needed.

	I understand that if I choose to take part, I can change my mind at any time, and that I can stop at any time without having to give a reason or say why.

	I agree to take part in the research which involves filling in a questionnaire booklet. I will write my home address and email address (if I have one) on the back of this form so that a questionnaire booklet can be sent out to me.

	I understand that my responses will be anonymous and stored securely for up to 5 years.

---------------------------------------------------     --------------------------------------      ------------------------
Your name				Your signature			Date

------------------------------------   --------------------------------------   ----------








My email address (if I have one):















Research: Responsibility and Well-Being in Young People
Parent Consent Form

Please put your initials in the boxes if you agree with the statements next to them:
	I have read and understood the information sheet provided by Peter Southam. I have had a chance to think about this information and ask any questions if needed.

	I understand that if I choose to take part, I can change my mind at any time, and that I can stop at any time without having to give a reason or say why.

	I agree to take part in the research which involves filling in a questionnaire booklet. I will write my home address and email address (if I have one) on the back of this form so that a questionnaire booklet can be sent out to me.

	I understand that my responses will be anonymous and stored securely for up to 5 years.






------------------------------------   --------------------------------------   -----------------------
Name of researcher			Researcher’s signature	Date

Please see overleaf
If your child is under 16 years, please initial the boxes as appropriate:
 
	I understand that my child’s participation is voluntary and that they are free to withdraw at any time without having to provide a reason.

	I agree for my child to take part in the questionnaire-based research.


------------------------------------------   ------------------------------   ------------------





My email address (if I have one):






Once you have completed this form, please return it to the main school reception office in the envelope provided. Please ensure it is returned with your child’s consent form also included.
Once I have received both this form and your child’s, I will send you the questionnaire booklet.
Many thanks.
Appendix O
Information Pack Cover Letters
Research Study: Responsibility and wellbeing in young people

Dear Student
You recently returned a form to say that you would be interested in taking part in a research study about young people’s responsibility and wellbeing. One of your parents has agreed to take part too and given permission for you to take part.
I would like to remind you that you can stop taking part in the study at anytime, and you don’t have to give a reason.
If you would still like to take part you will find a questionnaire booklet inside your envelope. Once you have finished please seal it in the envelope provided and pass it on to your parent. They will then return this with their booklet in a prepaid envelope.
If you have any questions please contact me or my supervisor on the telephone numbers below.





Peter Southam					Dr Sian Coker
Trainee Clinical Psychologist			Dept of Clinical Psychology













You recently returned a form to say that you and your child would be interested in taking part in a research study about young people’s responsibility and wellbeing.
I would like to remind you that you can stop taking part in the study at anytime, and you don’t have to give a reason.
If you would still like to take part you will find a questionnaire booklet inside your envelope. Once you have finished please seal it in the prepaid envelope provided and post it back to me. Your child has been asked to either email their booklet directly to me, or pass it in a sealed envelope back to you for postage with your booklet.
If you have any questions please contact me or my supervisor on the telephone numbers below.





Peter Southam				Dr Sian Coker
Trainee Clinical Psychologist		Dept of Clinical Psychology










Individual Recruitment Strategies A-G
Recruitment Strategy ‘A’: Direct contact with young people, opt in, 2-stage approach
	This recruitment strategy was an opt-in approach which involved the researcher being directly present to introduce the study to young people at recruitment sites and invite them to consider taking part. This strategy used the two-stage approach detailed above. Recruitment strategy ‘A’ began following the agreement of head teachers and/or gatekeepers at recruitment sites; the researcher introduced the study to young people at school assemblies, or by class presentations organised at a time of convenience by the school. In this approach parents and young people were provided with an information pack containing cover letters, PIS, and consent forms for both young people and parents. Young people were invited to take these packs home to read with their parents. Information packs contained consent forms with a sealable return envelope. Parents and young people who were interested in taking part were requested to read and complete consent forms before returning them.
The information pack included details on how to return consent forms, based on a recruitment sites individual preference. These were either returned directly to an agreed location at the school (e.g. to the main school reception) for collection by the researcher, or requested to be returned via stamped addressed envelope which was included in the information pack. Stamped addressed envelopes were returned to the researcher at the UEA. Parents and young people who did not wish to take part were requested to return their information pack to the school with all forms left blank.
	When consent forms that were received completed by both a parent and a young person, their details were logged in a secure encrypted computer database by the researcher and they were allocated a randomly generated three digit participant identification number (PIN). This was done to facilitate confidentiality and anonymity of participants. From this point in the study, participants were no longer identifiable from their PIN to any person except the researcher. It was necessary for the researcher to be able to identify participants in the event of a participant indicating information that might require follow up (see Research Risks and Ethical Issues sections below). All participants were allocated PINs.
Questionnaire packs were then distributed; these contained separate cover letters and questionnaires for each parent and young person, and a return envelope with instructions for returning completed questionnaires. Questionnaires were labelled with a participant’s corresponding PIN but with no other identifying information. In each questionnaire pack the young person questionnaire was provided within a smaller unsealed self-seal adhesive envelope. This was so that young people could hand their completed questionnaire back to their parent for return and their answers could remain confidential. Parents and young people were reminded of their right to withdraw from the study, and asked to return questionnaire packs blank if they no longer wished to take part.
















Recruitment strategy ‘B’: Direct contact with parents, opt in, 2-stage approach
Recruitment strategy ‘B’ followed exactly as above in ‘A’, except that the study was introduced to parents instead of young people at school parents’ evenings, and at a local book group. With the permission of the Head Teacher or relevant gatekeeper, the researcher was present at such events to directly introduce the study to parents. Parents whom expressed an interest were provided with an information pack to take home and read with their child.
Parents wishing to consent immediately were be able to do so once they had read through the information pack, but were advised that they would not receive a questionnaire pack until their child had completed their corresponding assent form and it had been received by the researcher.





Recruitment strategy ‘C:’ Indirect contact with parents & young people, opt in, 2-stage approach
In recruitment strategy ‘C’, if Head Teachers/gatekeepers expressed a preference for an indirect contact approach, this was done via letter or email to parents and young people. Information provided to parents and young people was the same as included in the information packs detailed above. Master copies or electronic copies of these documents were provided by the researcher to the school, which were then disseminated with an accompanying statement by the school Head Teacher/gatekeeper.
Copies of the cover letters and PISs were thus distributed to parents and young people electronically via the school email system, or by paper through usual school correspondence (e.g. weekly school newsletters). If no school newsletter was due or used by the school, the information was sent out as a standalone letter. In some cases schools made use of other means of communication such as mobile phone text message alerts and school websites to disseminate information regarding the study.
In recruitment strategy ‘C’, parents and young people interested in taking part were invited to opt-in by contacting the school admin team or the researcher directly (by email) by a specified date (agreed by the individual school). The researcher then met with the admin team to collect the names and contact details of those opting-in, or collated the list of names and contact details of those parents who opted-in directly to the researcher by email.













Recruitment strategy ‘D’: Direct contact with young people, opt in, 1-stage approach
	Recruitment strategy ‘D’ was designed to operate similarly as strategy ‘A’, however, in this one-stage approach both information packs and questionnaire packs were to be combined following ethical approval from the UEA FMHSEC. It should be noted that strategy ‘D’ was not selected by any of the recruitment sites that participated in the study. Blank consent forms and questionnaires were to be assigned PINs before distribution. After a brief introduction to the study young people were to be provided with packs to take home and read with their parents.
Dyads were then to be invited to read the information and consider taking part or to return their pack blank should they not wish to take part. Those who did want to take part were to be asked to complete consent forms and return them to an agreed location at the recruitment site or directly to the researcher at the UEA as in recruitment strategies ‘A’ and ‘B’. Questionnaire packs were to be requested to be returned in the same manner but in a separate return envelope. The choice of where these were to be returned to was to be selected by the recruitment site. In cases where forms were to be returned to the researcher separate stamped addressed envelopes were provided in the packs. Upon receipt of consent forms the contact details of the dyad were to be entered into the encrypted database and the PIN was removed from the consent form so that it could no longer be identified by anyone except the researcher. Questionnaires received were therefore confidential and anonymous to anyone except the researcher. See Figure.4 for an overview.

Recruitment strategy ‘E’: Direct contact with parents, opt in, 1-stage approach














Recruitment strategy ‘F’: Indirect contact with parents & young people, opt in, 1-stage approach
	Recruitment strategy ‘F’ was another form of the one-stage opt-in approach, however, information regarding the study was first disseminated to parents and young people by the recruitment site as in recruitment strategy ‘C’. Parents and young people were invited to read the cover letters and information sheets made available via school newsletters and websites, and requested to opt-in to the study by making contact with the gatekeeper at the recruitment site or directly to the researcher. Parents and young people whom expressed an interest in taking part were allocated PINs and then forwarded a pack containing cover letters, consent forms, and questionnaires.






Recruitment strategy ‘G’: Opt out approach
As an alternative means of contact and recruitment following Bowers (2009), an ‘opt-out’ procedure to maximise communication of the study and uptake by potential participants was also used. If schools chose this recruitment strategy an overview was provided to show how this would work in practice (see figure 5). It was suggested that this alternative procedure would not only facilitate the recruitment process, but may also serve to minimise disruption for schools and reduce the time and resources required from the school staff teams. If in agreement, the Head teacher provided an accompanying statement in a letter or email to parents from the researcher introducing the study with the participant information sheets attached (see appendix S).
This letter asked parents to return an ‘opt-out’ slip attached to the letter or respond with an opt-out reply email to the school admin should they not wish themselves or their child to be invited to take part in the study. It was clearly stated that opt-out slips and emails not returned within a specified time, would be taken as accepted consent for a questionnaire pack to be distributed to their child and themselves 
Both parents and young people were briefed and reminded at every opportunity that their decision to take part in the study was voluntary and of their right to withdraw from the study at any time without giving a reason.
On receipt of the questionnaire packs parents or young people were able to either request further information on the research or decline to take part in the study if they chose to do so without giving a reason.














	Following ethical approval from the UEA FMHSEC a snowball recruitment strategy was also used by the study. This involved introducing the study via word of mouth and personal contacts. In these instances information packs and questionnaires were distributed on to interested families by someone who had been briefed on the study (e.g. fellow clinical psychologists and/or professionals with a clear understanding of ethical recruitment practices). An emphasis was placed on the fact that participation was completely voluntary, and this was made clear in all forms of correspondence.

















You and your child recently took part in some research at school for the University of East Anglia. The research was looking at responsibility and well-being in young people. I am writing about your child’s responses.

One of the questionnaires looked at some signs and symptoms of worry. In particular, it looked at a particular type of worry called Obsessive Compulsive Disorder (OCD). The way your child answered the questionnaire does NOT mean that they have OCD, but it did suggest that perhaps they might be having some difficulty with these types of worry. Our worries can change and it might be that they are no longer having such difficulties.

I have enclosed some further information about worry and OCD for you and your child to read about. If it seems that these types of worry are causing your child any difficulty you may like to get in touch with your GP.






Peter Southam					Dr Sian Coker










You recently took part in some research at school for the University of East Anglia. The research was looking at responsibility and well-being in young people.

One of the questionnaires you did looked at some signs and symptoms of worry. In particular, it looked at a particular type of worry called Obsessive Compulsive Disorder (OCD). The way you answered the questionnaire does NOT mean that you have OCD, but it did suggest that perhaps you might be having some difficulty with these types of worry. Our worries can change and it might be that you are no longer having such difficulties.

I have enclosed some further information about worry and OCD for you to read about. If it seems that these types of worry are causing you any difficulty you may like to get in touch with your GP.






Peter Southam					Dr Sian Coker
Trainee Clinical Psychologist


































































































































Opt-Out Procedure Cover Letter (Postal)
(School emblem & UEA emblem)
Dear Parent
(Accompanying statement of agreement from Head Teacher/Principal)
Dear Parent
I am writing to you about some research being conducted as part of my Doctorate in Clinical Psychology at the University of East Anglia (UEA). The research is looking at an understudied area about the impact of responsibility on wellbeing in young people.
I am looking for parents and children (aged 11-16 years) to take part in the study by completing a set of questionnaires contained in a booklet about responsibility and wellbeing.
I have approached [school name] and discussed the research with [head teacher] who has kindly agreed for me to distribute this letter asking for your agreement to take part, and consent for your child/children to take part.
The research would involve you and one of your child/children completing a questionnaire booklet which will take about 15-20 minutes. Both your answers and your children’s will be anonymous. I am working under the guidance of a qualified clinical psychologist.
If you are interested in taking part in this research, please read the enclosed information and pass on the young person’s information pack to your child/children to read.
If you and your child/children would NOT like to take part, please complete the slip below and return it to the school reception by [Agreed Date]. If this slip is NOT returned by [Agreed Date] it will be assumed that you and your child/children consent to taking part and a questionnaire pack will then be distributed to you through the school or by post. Please note this is a voluntary study and you are free to withdraw at any time should you wish.
If you have any questions please feel free to contact me or my supervisor on the number below.
Yours Sincerely,
Peter Southam (Trainee Clinical Psychologist) (Address & contact details)
Under the supervision of Dr Siȃn Coker (Address & contact details)




I _______________________________________________________________(name of parent) DO NOT wish to take part in the UEA research study, and DO NOT wish for my child/children____________________________________________________(names) to take part either.


















Opt-Out Procedure Cover Letter (Email Attachment)
[INSERT SCHOOL EMBLEM]
Peter Southam









Tel:  +44 (0) 1603 593310

Research Study: Responsibility and Wellbeing in Young People

(Accompanying statement from school)

Dear Parents & Students

I am writing to you about some research being conducted as part of my Doctorate in Clinical Psychology at the University of East Anglia (UEA). The research is looking at an understudied area about the impact of responsibility on wellbeing in young people.

I am looking for children (aged 11-16 years) and one of their parents to take part in the study by completing a set of questionnaires contained in a booklet about responsibility and wellbeing.

The research would involve you and your child completing a questionnaire booklet which will take about 15-20 minutes. Both your answers and your child’s will be anonymous. I am working under the guidance of a qualified clinical psychologist.
If you are interested in taking part in this research, please read the attached information sheet for more information.

If you and your child DO NOT wish to take part please let the school admin team know by email (email@address.com (​mailto:email@address.com​)) by (SPECIFIED DATE).

If we do not hear from you by this date then it will be assumed that you consent to you and your child being sent a questionnaire booklet by post or email. You will still be free to withdraw from the study at any point without having to give a reason.






Peter Southam					Dr Sian Coker






Overall Recruitment Uptake & Attrition Rates
	Recruitment site	Recruitment strategy	Invited to take part	Declined (%)	Accepted (%)	Participated (%)	Withdrew/ Dropped Out (%)	Single response only (%)
	A (school)	A	46	25 (54)	21 (46)	10 (22)	3 (7)	8 (17)
	B (school)	A	75	57 (76)	18 (24)	15 (20)	2 (3)	1 (1)
	C (school)	B	52	38 (73)	14 (27)	10 (19)	4 (8)	0
	D (school)	A	275	258 (94)	17 (6)	8 (3)	7 (3)	2 (1)
	E (school)	C	*	*	7	7	0	0
	F (school)	G	9	5 (56)	4 (44)	4 (44)	0	0
	G (school)	F	69	53 (77)	17 (24)	15 (22)	1 (1)	1 (1)




	L: snowball	C & F	28	18 (64)	10 (36)	9 (32)	1 (4)	0
	M: book group	B	12	12 (100)	0	0	0	0
Totals	13	A=4, B=2, C=2, D=0, E=0, F=5, G=1	*	*	189	134	39	16
* Unknown number as invitation to take part disseminated by schools to all families attending school with children between 11-16 years.














Histogram Showing Distribution of Young People’s Age

Histogram Showing Distribution of Young People’s Gender


Histogram showing Distribution of Young People’s OC Symptom Scores on the OCI-CV

Histogram showing Distribution of Young People’s OC Symptom Scores on the LOI-CV (yes/no scale)

Histogram showing Distribution of Young People’s OC Symptom Scores on the LOI-CV (interference scale)

Histogram showing Distribution of Young People’s Scores on the ARQ-YP


Histogram Showing Distribution of Parent’s Age

Histogram Showing Distribution of Parent’s Gender

Histogram showing Distribution of Parent’s OC Symptom Scores on the OCI-R

Histogram showing Distribution of Parent’s OC Symptom Scores on the RAS
































Descriptive Statistics of Preparatory Analyses
YP Measure x YP gender t-test descriptive stats





* Significant (p < .05)

ARQ-YP x YP gender t-test descriptive stats









ARQ-P x P gender t-test descriptive stats










[BCa 95% Confidence Intervals presented in square brackets]









Parent OCD Measure x Parent gender t-test descriptive stats

















































































































































Thanks again for agreeing to take part in this research!
Young people and their parents have been invited to take part from schools across East Anglia.
Every young person & one of their parents taking part will each have a ticket entered into a raffle for a chance of winning their school £200 of book tokens!
Over the next few pages there are 4 parts to answer, each with its own set of instructions.
Please be sure to answer every question.









































Thanks again for agreeing to take part in this research!
94 other young people and their parents have been invited to take part from schools across East Anglia.
Every parent& young person taking part will have a ticket entered into a raffle for a chance of winning their child’s school £200 of book tokens!
Over the next few pages there are 3 parts to answer, each with its own set of instructions.
Please be sure to answer every question.



























































































Study introduced to parents
(Meetings, newsletters)

Study introduced to students
(Assemblies, tutorials)

Anonymised data received and collated for analysis

Via prepaid envelope to UEA

Via email to specially set up email address

Anonymised questionnaire packs returned by participants by preferred means to researcher

Allocated PIN numbers & identifiers individually added to encrypted database

Researcher contacts family via preferred means (telephone, letter, email) to distribute questionnaire packs with allocated PIN number

Completed consent forms returned by parent/young person to school reception with preference of response method

Packs received by parents and young persons

Distribution of information packs by researcher

Follow up contact with debrief and feedback for participants who indicated they would like it, via preferred means stated for contact





Indirect contact with students/parents

Direct contact with parents

Direct contact with students

End of school involvement (Individual feedback & debrief offered to participating students & parents), additional researcher teaching/careers presentations, book token raffle

Researcher contacts parents & students directly by post/email

Consent forms returned to school office by parents/students & collected by researcher

Posters put up on noticeboards inviting interest to take part
Email/postal letter sent to all parents & students (via the school); ‘opt-in’ or ‘opt-out’ versions available


Researcher outlines research & invites parents to participate via: 
Parent-Teacher Consultation evenings (2 min intro by researcher & wait by table)
Open days & evenings
School events

Researcher outlines research & invites students to participate via: 
Assembly presentation, house assembly presentations, tutor group meetings, activity groups, classroom presentations, psychology classes, meeting with groups of interested students identified by school staff

Distribution of information packs & consent forms


Email & postal versions distributed by school/researcher and returned directly to school/researcher

Key:
= some staff resources/time needed
=minimal staff time/resources needed
=no staff time/resources needed

End of school involvement


End of school involvement (Individual feedback & debrief offered to participating students & parents), additional researcher teaching/careers presentations, book token raffle

Initial contact made with potential recruitment sites

Recruitment site agrees participation & selects recruitment strategy


Completed consent forms returned by parent/young person to researcher via prepaid envelope to UEA/ to agreed return point at recruitment site

Questionnaire packs returned by participants to researcher via prepaid envelope to UEA/email/to agreed return point at recruitment site


Researcher distributes questionnaire packs with allocated PIN number

Distribution of information packs by researcher







Study introduced to parents
(Parents evenings/open days)






Study introduced to parents & young people by school by dissemination of information packs via newsletters and websites

End of school involvement (Individual feedback & debrief offered to participating students & parents), additional researcher teaching/careers presentations, book token raffle





Anonymous data received and collated for analysis

Initial contact made with potential recruitment sites

Recruitment site agrees participation & selects recruitment strategy


Anonymous data received and collated for analysis

Allocated PIN numbers & identifiers individually added to encrypted database

Questionnaire packs returned by participants to researcher via prepaid envelope to UEA/ to agreed return point at recruitment site separately


Completed consent forms returned by parent & young person to researcher via prepaid envelope to UEA/ to agreed return point at recruitment site







Study introduced to parents
(Parents evenings/open days)






Study introduced to parents & young people by school by dissemination of information packs via newsletters and websites

Parents & young people opt-in if interested by contacting researcher/gatekeeper

Attachments Include:
	Covering letter from head (with ‘reply by’ date)
	Parent & student  cover letter
	Parent Information Sheet




Admin team emails out to all parents inviting children at school (aged 11-16yrs) & any siblings to take part

Questionnaire packs distributed to opt-in participants directly by researcher













Parents opt-in by the reply be date via email directly to researcher

Parents opt-in by the ‘reply by’ date via email to school admin team

Questionnaire packs distributed to opt-in participants via school/admin team

Remaining consent forms collected by researcher from school

Opt-in participants return consent forms directly to admin team at school

Researcher forwards consent forms to admin team; consent forms distributed to opt-in participants via school/admin team

Head approves paperwork/letters & forwards to admin team

 After reply by date; opt-in names & contact details collected by admin team

Opt in participants return questionnaire packs directly to researcher via SAEs

Attachments Include:
	Covering letter from head (with ‘reply by’ date)
	Parent cover letter
	Parent Information Sheet
	Young Person Info Sheet





Head approves paperwork/letters & forwards to admin team

Questionnaire packs distributed to participants directly by researcher or via school/admin team

Families return questionnaire packs directly to researcher via SAEs

 After reply by date; opt-out names noted by admin team & remaining contact details forwarded by admin team to researcher

Parents opt-out by the ‘reply by’ date via email to school admin team
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